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Abstract 
Background: Nursing students are at significant risk of aggression and 
violence in clinical settings, however, the prevalence and the impact of these on this 
vulnerable group remains unclear. Nursing students’ experiences of aggression and 
violence and their ability to develop resilience to these adverse events requires 
further study. 
Aims: This study set out to identify the prevalence and characteristics of 
workplace aggression and violence experienced by nursing students enrolled in one 
university’s Bachelor of Nursing program. Another primary aim of the study was to 
aid students in the development of coping skills to manage aggression and violence 
encountered in the workplace through the delivery of focused education strategies 
informed by a positive psychology approach. 
Methodology: A quasi-experimental design, using a mixed method repeated 
measures survey, was used to collect quantitative and qualitative data about personal 
experiences of aggression and violence from second and third year nursing students, 
in addition to their responses to two specially designed education interventions. Data 
were collected using Likert Scale and closed and open ended survey questions, the 
Resilience Scale, Attitude Towards Aggression (ATAS) Scale and the International 
Positive Affect Negative Affect Short Form (IPANAS-SF) Scale, at three different 
time points: baseline, immediately post intervention and post clinical practicum. A 
cinemeducation and a standard education intervention were designed to increase 
resilience and positivity in students when facing aggression and violence. Students’ 
resilience, positivity and attitudes towards aggression and violence were investigated 
and compared in response to exposure to the interventions. 
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The response rate at baseline was 87.5% (n=97) for the second year students 
and 60% (n=56) for the third year nursing students, however, there was significant 
attrition over time with large differences in the response rate at individual time 
points. Parametric and non-parametric tests were conducted to analyse the data. All p 
values lower than .05 were considered significant. Qualitative data regarding nursing 
students’ feelings and perceptions as a result of exposure to aggression and violence 
were examined using content analysis. 
Results: Participants were mainly female with no children and aged 17 to 54 
years. Almost 40% of all participants at baseline felt at risk of experiencing physical 
aggression in the clinical environment with 30% reporting they had actually 
experienced it. Non-physical aggression was even more prevalent with 
approximately 60% of students having personal experiences and nearly two thirds 
reporting they felt at risk.  
A mixed ANOVA was used to examine the effectiveness of the two 
education interventions on student’s resilience in participants who completed 
surveys at all three time points. The cinemeducation group (n=9) had mean resilience 
scores of 12.67, 16.06 and 10.72 at baseline, post intervention and post clinical 
practicum respectively, compared to the standard education group (n=11) scores of 
14.59, 23.68 and 8.82 respectively. There was no statistically significant interaction 
between the education and time on students’ resilience scores F(2,13) – 2.655, 
p=.84, partial n 
2 
.129. However, there was a statistically significant difference in 
resilience at different time points in this group as a whole (n=20) F(2,40) – 11.990, 
p<.0005, partial n 
2 
.400 with a statistically significant mean increase of 6.24 from 
baseline to post clinical practicum but a statistically significant mean decrease of 
10.10 from post intervention to post clinical practicum.  
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The second year nursing students’ attitude towards aggression was analysed 
across five domains: communicative, offensive, protective, destructive and intrusive. 
A Wilcoxon signed rank test indicated that a significant change in attitude occurred 
over time, with students viewing aggressive incidents as having less personal 
destructive impact at post clinical practicum compared to baseline T = 22.5, z = -3.13 
(corrected for ties) n – Ties = 20, p = .002, two tailed. This effect can be considered 
“large”, r = .70. No significant changes in the other domains were observed. 
The IPANAS-SF provided information of the students’ overall perception of 
aggression related to specific clinical scenarios as well as their feelings about their 
last personal experience of aggression and violence. The only statistically significant 
change observed from baseline to post clinical practicum was an overall increase in 
the students’ negative affect in relation to the last aggressive incident (p = .046). 
Neither education intervention received by the second year nursing students had a 
statistically significant effect on either their attitudes or positivity towards 
aggression. However, the qualitative data identified more positive feedback for the 
cinemeducation intervention and the students receiving this intervention reported 
they were able to relate the information to real life situations and apply the 
knowledge obtained in their clinical practice. 
Results from a follow up analysis of a third year cohort (n=71) provided 
similar results to those obtained from the baseline third year students, however, they 
had a statistically significant higher range of scores (p= 008 - .031) in the ATAS, 
compared to the third year baseline students, with only a “small” effect, range r = .19 
- .24. The third year follow up group of nursing students level of resilience (Mean 
Rank = 69.35, n = 71) was significantly higher compared to the third year nursing 
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students baseline scores (Mean Rank = 53.32, n = 53), U = 2,368, z = 2.459, p = 
.0.14, two tailed, although this effect was also small, r = .22. 
The qualitative findings from the study for all the students combined 
identified two main themes from the data collected. The first theme that arose was 
‘overpowered and controlled by personal experience of aggression and violence’ and 
captured the negative effect of aggression and violence on nursing students. This 
indicates that aggression and violence in the clinical setting is perceived by this 
sample of students as having a significant personal impact. Interestingly, some of the 
students described developing their personal coping mechanisms for dealing with the 
events and the aftermath of aggression and violence, which was evidenced in the 
second main theme ‘developing attributes of resilience’. The themes arising from the 
nursing students’ qualitative data support their reported negative experience of 
aggression and violence and the existence of individual qualities and skills within the 
student group that help to build personal resilience in the sample group. 
Conclusion and recommendations: The sample of nursing students 
involved in this study experience, and perceive themselves to be at risk of, 
considerable physical and non-physical aggression and violence in the workplace, 
resulting in feelings of uncertainty, distress and anxiety. It is clear that clinical 
workplace settings need to continue to develop safe work environments. At the same 
time educational institutions can assist students in developing personal skills to help 
them cope with aggressive situations in clinical practice. It is recommended that 
aggression management education be integrated into undergraduate nursing 
curriculum specifically aimed at nursing students and effective strategies to enhance 
and improve nursing students’ resilience and positivity when dealing with the 
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aftermath of aggressive and violent incidents in the clinical environment are 
developed.  
 
Key words: physical, non-physical, aggression, violence, nursing student, 
prevalence, resilience, positivity, attitudes, pedagogy, 
cinemeducation 
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Chapter 1: Introduction 
1.0 Background 
Aggression and violence is a significant problem and is witnessed in all areas 
of modern society. This is evident in the everyday exposure of people to aggressive 
and violent incidents via media such as television, newspapers, radio, games and in 
their personal lives (Garnham, 2001; Ogundipe, Etonyeaku, Adigun, Ojo, 
Aladesanmi, Taiwo & Obimakinde, 2013).  
Aggression and violence is inherent and instinctive within humans (Luck, Jackson & 
Usher, 2006) although theorists continue to debate whether aggressive and violent 
incidents are normal human behaviour or the effect of people struggling to conform 
to societal pressures (Luck et al., 2006).  
There are no borders or boundaries concerning aggression and violence and 
incidents occur in all countries, cultures, race and ages. The World Health 
Organisation estimates that 4400 people die every day from intentional acts of 
violence and many more are injured as a direct result (Krug, Mercy, Dahlberg & 
Zwi, 2002). Indeed aggression and violence is highly prevalent in the workplace in 
the United States of America (USA) and the United Kingdom (UK) with an 
estimation of two million incidents per year in the US (United States Government, 
2014) and 649,000 incidents in the UK in 2012/13 alone (Health and Safety 
Executive, 2014). Interestingly, there is no national collection of workplace 
aggression and violence data in Australia although it has been recognised as a 
significant workplace issue (Perrone, 1999; Rural Doctors Association of Australia, 
2012). 
The global increase of violence and aggression is impacting public health 
systems dramatically. Healthcare organisations have to not only care for the victims 
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and sometimes the perpetrators of violent and aggressive incidents, but also deal 
with the infiltration of aggression into the healthcare workplace. Indeed violence and 
aggression is now commonplace and increasing within the healthcare workplace 
internationally (McEwen & Dumpel, 2012; van den Bossche, 2012). This is 
evidenced in the U.S. healthcare setting, where violence is said to account for 45% 
of all workplace related incidents (McEwen & Dumpel, 2012), whist in Australia, 
the healthcare setting has been identified as the most violent working environment 
(Perrone, 1999). Aggression and violence affects all staff that work within the 
healthcare setting but nurses are by far the group at greatest risk of violent and 
aggressive incidents during their professional career (Hodge & Marshall, 2007; 
Jackson, Clare & Mannix, 2002). The cause of this level of risk is multifactorial 
including nurses being the primary care giver, exposure time with patients and the 
patients’ clinical condition. It is evident, however, that aggression and violence 
towards nurses causes many negative responses such as anxiety and depression in the 
nurses who are victims (Lim, 2010). 
Workplace aggression and violence can lead to stress in nurses and nursing 
students in particular (Evans, 2004; Olofsson, Bengtsson & Brink, 2003). This is 
supported by reports that students are at risk of both witnessing and being involved 
in aggressive incidents in the clinical setting and may indeed be at higher risk of 
exposure than other healthcare workers (Beech, 2001; Celik & Bayraktar, 2004; 
Ferns & Meerabeau, 2008; Hopkins, Fetherston & Morrison, 2014). Stress responses 
can have a significant effect upon both nurses and nursing students, affecting not 
only the quality of their work and personal safety but also their personal well-being. 
The implications for not addressing stress in nursing are far reaching and can impact 
significantly upon attrition (Last, 2003). 
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1.1 Aims of the study 
This study aims to evaluate and compare two previously untested pedagogies 
to ascertain their abilities in building resilience and increasing positivity in nursing 
students when encountering aggression and violence in the clinical setting.  
The specific objectives for this study are to:  
1. Establish the prevalence of aggression and violence in the clinical 
setting experienced by nursing students enrolled in a Bachelor of 
Nursing program in Western Australia 
2. Design an intervention to prepare students to be able to cope with 
aggression and violence whilst working in the clinical setting 
3. Evaluate, using pre-and post-intervention open ended questions and 
resilience, attitude and positive affect scales, the efficacy of 
cinemeducation and standard education sessions, both of which are 
aimed at positively changing students’ attitudes, and building 
resilience, to aggression and violence in the clinical setting.  
4. Test for significant differences in resilience, attitude and positivity 
between the two pedagogies at baseline, immediately after and four to 
six weeks post-intervention. 
 
1.2 Research questions 
The following research questions will be addressed in this study: 
1. What type of exposure to aggression and violence do nursing students report? 
2. What is the difference in attitude, resilience and positivity towards aggression 
in the clinical setting immediately after and four to six weeks post 
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intervention in a group of second year nursing students receiving 
cinemeducation compared to standard education intervention? 
 
1.3 Significance of study 
More than two decades ago it was recognised that nursing students were 
being subjected to violence and aggression in the clinical setting (HSC, 1997; 
Taylor, 2000a) and it has since been acknowledged that students should be taught 
theoretical knowledge, verbal and non-verbal skills, safety advice and receive 
attitude education to be better able to manage this problem (Beech & Leather, 2003). 
This study seeks to address this issue by developing and implementing a 
unique education programme utilising the ethos of positive psychology and using 
commercial movies as a conduit for learning (Niemiec & Wedding, 2008). The 
approach aims is to better preparing nursing students for exposure to these 
challenging situations, in addition to influencing local university policy in the 
reporting of clinical incidents. 
This research provides an opportunity to move beyond violent and aggressive 
incident prevalence studies and translate what has been learnt from these studies to 
assist nursing students to positively respond to aggressive situations and to limit the 
harmful effects of stress resulting from these. To date only two intervention studies 
have specifically focused on nursing students’ aggression and violence training, both 
outside of Australia (Beech, 2001; Nau, Dassen, Needham & Halfens, 2009). The 
present study targets undergraduate nursing students within their second year of 
nurse education, who have had limited clinical exposure, and will provide specific 
evidence for larger studies to impact nursing curricula. This will be achieved by 
incorporating aspects of psychology theory into nursing education to address the 
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deficit of aggression training for students. There is potential to adapt the study 
strategy for use in other universities and other undergraduate schools where students 
have potential exposure to aggressive or violent incidents. There is also the 
possibility that elements of the design can be adapted in future educational programs 
to include an integrated collaborative educational approach involving medical staff, 
physiotherapists, pharmacists and other health care professionals. 
 
1.4 Structure of the thesis 
This first chapter has introduced the background, significance and aims of 
this study, as well as determining the focus of the study and the research questions. 
An in depth literature review exploring the terminology associated with aggression 
and violence, the problem of aggression and violence in healthcare and an overview 
of nurse education is provided in the following chapter. Chapter two discusses the 
personal impact and humanistic response to aggression and violence, which forms 
the conceptual framework for this study. Chapter three outlines the conceptualisation 
and development of the research intervention and discusses the theoretical 
underpinnings of the intervention methodology. Chapter four identifies the research 
methodologies adopted in this study. Chapter five contains the findings for the 
original study sample and Chapter six presents the findings of the additional sample 
data collated. Chapter seven offers the findings of the qualitative data gathered for 
the combined study sample. The final chapter, Chapter eight, contains a discussion 
of the implications of the findings with reference to the current literature and 
previous findings. The limitations of the study are discussed and conclusions are 
drawn based on this information. Finally recommendations are made for aggression 
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and violence research, aggression and violence education in nursing and nursing 
pedagogy development based on this information.  
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Chapter 2: Literature Review 
2.0 Introduction 
The review will examine the literature surrounding aggression and violence 
from a theoretical perspective and in the context of the difficulties associated with 
varying definitions for aggression and violence. The literature will also explore the 
impact of aggression and violence within nursing and its effects upon nursing 
students. Finally people’s responses to aggression and violence will be reviewed and 
strategies relevant to the education of aggression and violence in health care will be 
discussed. 
This literature review has been divided into two key sections. The first 
identifies the theories about aggression and violence and the subsequent difficulties 
associated with defining the subject area and applying appropriate terminology. This 
then allows justification for the operational definition to be used in this research 
study. The second part of the review identifies people’s reactions and humanistic 
responses to aggression and violence, and in particular the impact it has upon 
healthcare workers. Greater focus will then be given to nursing students and how 
they can develop protective measures against the harmful effects of exposure to 
aggression and violence. Finally, a number of important gaps in the literature are 
identified with special reference to undergraduate education for nursing students.  
 
2.1 Search Strategy 
Strategies were implemented that would identify the effects of aggression and 
violence in three areas of interest: healthcare, nursing and nursing students, and 
databases pertinent to these areas were selected. The databases searched were: 
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CINAHL, Informit, Proquest and Cochrane databases. Web pages and further 
literature was sought using the Google and Google Scholar search engines. The 
search strategy consisted of the terms ‘Aggression and Violence’, ‘Nursing’, 
‘Healthcare’, ‘Nursing Student’, ‘Student Nurse’, ‘Coping’ and ‘Stress’. Articles that 
were not in English were excluded from the review. All references from papers 
identified in the original search were scanned for additional relevant articles. The 
search included publications from 1982 to 2014. 
The initial search for aggression and violence literature using the search 
strings discussed resulted in tens of thousands of results, however, refining the 
search to nursing and healthcare reduced the numbers considerably and following a 
review of the abstracts for suitability and removing all non-English texts, just over 
400 aggression and violence papers were considered for inclusion. A further search 
was completed using the search terms ‘student nurses’ and ‘aggression and 
violence’, which produced just over 1000 papers for review. These papers abstracts 
were scanned for appropriateness to the study and 41 papers specifically discussing 
nursing students and aggression and violence were selected for inclusion in this 
study. 
Furthermore a subsequent search was undertaken to ascertain current nursing 
education and the introduction of positive psychology into the education forum. 
Search terms of ‘nurse education’ and ‘positive psychology’ were used. The results 
were reviewed against the study aims and research questions. Pivotal positive 
psychology research was reviewed for other sources and a total of 71 papers relating 
to education and positive psychology were included for consideration in this study. 
A total of 512 papers were included for consideration and reference for this research. 
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2.2 Theories of aggression and violence 
Several theories have been developed to explain the phenomenon of violence 
and/or aggression. These include but are not limited to, the theory of the cycle of 
violence (Walker, 1989), the biological and psychological theory (Luck et al., 2006) 
and the proactive and reactive theory (Vitaro & Brendgen, 2005). No one theory 
encompasses all aspects of violence and/or aggression, however taken together they 
provide insight into the complex issues underlying its occurrence.  
 
2.2.1 The cycle of violence theory 
The cycle of violence theory suggests that violence is cyclical and therefore 
predictable. This theory was first proposed as a means to understand intimate-partner 
violence and consisted of three phases: the tension building phase, the explosion 
phase and the loving or no tension phase (Walker, 1989). Barling (2009) claimed 
that violence is inherently the result of aggression, and therefore certain aspects of 
aggressive behaviours can be identified or predicted within the cycle of violence 
theory, to alert individuals to the prospect of violence. These signals or precursors 
can be observed in the perpetrator prior to a violent incident (Cahill, 2008; Hodge & 
Marshall, 2007).  
During the first phase the victim has an element of control where they can 
negotiate with the perpetrator whereas in phase two the violent act occurs. Phase 
three is the reconciliation or tension relieving phase. It has been suggested that the 
principles of this cycle can be applied within the healthcare setting, where the cycle 
is described as a phase of mounting tension followed by a resisting authority phase 
and finally a confrontational and violent phase (Hodge & Marshall, 2007). The cycle 
of violence gives valuable insight into the journey of both victims and perpetrators 
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during either an aggressive or violent incident without the complex psychological, 
emotional and social analysis required for detailed understanding. 
The cycle of violence theory provides an awareness of emotions and potential 
processes that can alert an individual to an impending problematic situation, as well 
as providing recognition of the severity of situations that may be associated with the 
term ‘violence’. The cycle of violence theory assists in providing clarity of the terms 
aggression and violence whilst also identifying specific triggers of violence and 
aggression. This information can therefore be utilised in the selection of an 
appropriate definition of aggression for nursing students by providing a generic 
understanding of specific terms and situations. 
 
2.2.2 The biological theory of aggression and violence 
In the cycle of violence theory there are intrinsic and extrinsic factors causing 
both the violent or aggressive act and the response. It has been suggested that 
initially the aggressive act culminates from internal biological reactions (Luck et al., 
2006). 
The biological process of aggression is under the influence of 
neurotransmitters and the endocrine system (Chapman & Styles, 2006) and is 
thought to be strongly determined by genetic influences. Indeed it has been proposed 
that homo-sapiens are naturally prone to aggression and violence and historically 
seek confrontation and violence to resolve issues (Somit, 1990). 
However, the biological theory cannot be considered in isolation within 
humans due to their cognitive ability and their aptitude to learn behaviour (Bandura, 
1978). It is suggested that people have developed their biological influences in 
conjunction with what they have learned from observing others and their 
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environment to be able to react in a specific manner when exposed to certain stimuli 
(Somit, 1990). 
The amalgamation of the biological theory and the learned theory of 
aggression is known as epigenesis (Somit, 1990). Epigenesis is influenced more by 
learned behaviour rather than allowing pure instinct to direct the outcome (Somit, 
1990). However, due to the evolution of the human race and the amount of external 
and environmental stimuli that people are now exposed to, it would be difficult to 
conceive that biological theory exists without influences from other non-biological 
theories of aggression such as psychological theory. 
 
2.2.3 The psychological theory 
The psychological theory encompasses more diverse intrinsic, extrinsic and 
environmental components (Luck et al., 2006). There is some debate in the literature 
exploring a mixture of views that aggression is either biological or psychological and 
is deemed reactive or proactive (Vitaro & Brendgen, 2005). Reactive aggression is 
associated with anger and is produced when an individual is prevented from 
achieving their desired outcome, whereas proactive aggression is a learned behaviour 
associated with reward obtained from the aggressive situation (Vitaro & Brendgen, 
2005). It is acknowledged by Luck et al. (2006) that the psychological theory 
encompasses some very broad theoretical frameworks such as the psychoanalytical 
theory as presented by Freud and Bandura’s social learning and the 
behaviour/learning theories (Luck et al., 2006). 
Analysing aggression via the psychological theory allows for exploration of 
not only intrinsic factors but also behavioural influences and explores theories that 
may not be considered such as that of proactive aggression (Luck et al., 2006). It 
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could be argued that elements of these theories can be identified within the 
healthcare setting in all perpetrators but there is concern that the terms aggression 
and violence cannot be separated and both types of behaviour are congruent to 
aggression dependent on the situation and other variables (Vitaro & Brendgen, 
2005). 
Following an extensive review of the literature, Vitaro and Brendgen (2005) 
confirmed that the theory of proactive and reactive aggression is valid as the two 
types of aggression are not associated personally, socially, behaviourally or 
physiologically and they can be ‘distinguished at the factorial level’ (Tremblay, 
Hartup & Archer, 2005, p. 206) . However, due to the confusion and debate of what 
constitutes learned and intrinsic behaviour, there is still a lack of clarity as to which 
type of behaviour is applicable to each situation.  
It would appear difficult to adopt, for use in a study, either a biological or 
psychological theory in isolation as a basis for a definition as many important factors 
would be omitted. Certainly for the purpose of educating health professionals a 
hybrid theory encompassing intrinsic, extrinsic and environmental factors would be 
valuable. This would allow for application of the definition in both clinical and 
academic environments and foster the development of theoretically sound 
educational interventions.  
The debate over the theoretical construct of aggression is ongoing as it is 
dependent upon intrinsic and extrinsic influences that inform individuals prior to 
deciding upon a standpoint. What is evident is that no matter whether a single theory 
or an amalgamation of multiple theories is selected, the common goal is to gain a 
greater understanding of aggression and violence. One should be mindful that very 
broad theories can also be problematic when exploring particular contexts such as 
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that of the inexperienced practitioner or aggression and violence related to certain 
medical situations. 
 
2.3 Making sense of aggression and violence terminology 
The problems associated with defining aggression and violence are evident 
from the complexities of the terminology and multiple theories available, as well as 
the number of variables within the theories. The sheer volume of definitions 
available, depending upon the context in which they are written, is somewhat 
overwhelming. As an example, a sample of 20 journal articles was selected from the 
larger literature search results. This sample was selected by taking the first 20 
publications based on the surname of the first author in alphabetical order. 
Definitions of the terms ‘aggression’,’ violence’ or ‘aggression and violence’ were 
located in the articles and key terms from each definition were noted. 
Each article reviewed used a different definition, each of which with a 
varying number of key words. A total of 98 key words were identified with only 33 
of these repeated within other definitions (Table 2.1). Within this snapshot of the 
literature, it is apparent that definitions of the terms aggression and violence are 
abundant but all have deviations based upon the target audience. What is evident is 
that to ensure the definition is applicable to a particular audience it has to be 
strategically selected. 
.
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Table 2.1. 
Synopsis of aggression and violence definitions from the first 20 sources within the 
literature according to alphabetization of first author 
Reference Definitions Key Words 
Alexander C, Fraser J. 
Occupational violence in an 
Australian healthcare setting: 
implications for managers. 
Journal of Healthcare 
Management. 2004;49(6):377-
392.  
Occupational violence comprises the 
following eight forms: verbal abuse, 
obscene behaviour, threatening 
behaviour, threats made over the 
telephone, stalking, sexual 
harassment, physical violence, and 
sexual assault. 
physical 
sexual 
obscene 
verbal 
 
 
Anderson L, FitzGerald M, 
Luck L. An integrative 
literature review of 
interventions to reduce 
violence against emergency 
department nurses. Journal of 
Clinical Nursing. 
2010;19(17/18):2520-2530.  
a spectrum of behaviours ranging 
from passive aggression to homicide. 
 
 
behaviours 
passive 
homicide 
 
 
Ayranci U, Yenilmez C, Balci 
Y, Kaptanoglu C. 
Identification of Violence in 
Turkish Health Care Settings. 
Journal of Interpersonal 
Violence. 2006 February 1, 
2006;21(2):276-296.  
Violence was broadly defined, 
encompassing threatening behaviour, 
verbal aggression, and physical 
assault. 
threatening 
behaviour 
verbal 
aggression 
physical 
assault 
 
Bonner G, McLaughlin S. The 
psychological impact of 
aggression on nursing staff. 
British Journal of Nursing 
(BJN). 2007;16(13):810-814.  
 
Aggression takes many forms, the 
most obvious being physical assault; 
however, less tangible and more 
common forms of aggression, such as 
bullying and verbal abuse, are gaining 
recognition as having as great a 
psychological impact upon staff as 
physical violence, with victims often 
experiencing, at the very least, 
fatigue, irritability, embarrassment, 
humiliation, low self-worth and 
anxiety. 
anxiety 
low self-worth 
humiliation 
embarrassment 
fatigue 
 
irritability 
verbal 
abuse 
bullying 
physical 
assault 
Bussing and Hoge . 
Aggression and violence 
against home care workers. 
Journal of Occupational Health 
Psychology. 2004;9(3):206-
206-219.  
 
(a) Aggressive behaviour is 
intentional behaviour, and (b) the 
intended aim is to injure or to harm a 
living being physically or 
psychologically. 
violence seems to be reserved for 
those acts of aggression with high 
intensity. 
They defined work-related violence as 
incidents in which persons are abused, 
threatened, or assaulted in 
circumstances related to their work, 
involving an explicit or implicit 
challenge to their safety, well-being 
or health. 
Workplace violence for the use of 
physical force against another person 
and the notion of workplace 
aggression when verbal assaults are to 
be characterized. 
behaviour 
intentional  
injure  
harm 
physically 
psychologically 
high intensity 
abused 
threatened 
assaulted 
physical force 
verbal 
 
 
Chapman R, Styles I. An 
epidemic of abuse and 
violence: nurse on the front 
line. Accident and Emergency 
Nursing. 2006;14(4):245-249. 
Verbal abuse can be defined as ‘any 
communication that attacks a person 
professionally or personally; it may 
refer to behaviours such as yelling, 
verbal insults, or threats of harm’ 
The World Health Organization 
defines violence as: 
The intentional use of physical force 
or power, threatened or actual, against 
oneself, another person, or against a 
group or community, that either 
results in or has a high likelihood of 
resulting in injury, death, 
psychological harm, maldevelopment 
or deprivation. 
Verbal 
abuse 
communication 
attacks 
professionally 
personally 
behaviours 
yelling 
insults 
threats 
harm 
intentional 
physical force  
power 
threatened 
actual 
group 
community 
likelihood 
injury 
death 
psychological harm 
maldevelopment 
deprivation 
offensive 
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Most authors concur that aggression 
requires an offensive action that 
results in injury of the person to 
which that act is directed. 
 
Crilly J, Chaboyer W, Creedy 
D. Violence towards 
emergency department nurses 
by patients. Accident and 
Emergency Nursing. 
2004;12(2):67-73.  
 
an act that includes physical force 
such as slapping, punching, kicking 
and biting; use of an object as a 
weapon; aggressive behaviour such as 
spitting, scratching and pinching; or a 
verbal threat involving no physical 
contact. 
threat  
verbal 
pinching 
scratching 
spitting 
behaviour 
act 
weapon 
object 
biting 
physical force  
kicking 
punching 
slapping 
Dickinson T, Ramsdale S, 
Speight G. Managing 
aggression and violence using 
rapid tranquillisation. Nursing 
Standard. 2009;24(7):40-50. 
Anger: a subjective emotional state 
involving physiological arousal and 
associated cognitions. This can be 
adaptive, but frequency, intensity and 
duration of anger can make it 
dysfunctional. 
Hostility: a personality trait that 
reflects a style of appraisal in which 
the actions of others are seen as 
harmful. This can result in anger or 
detachment. 
Aggression: a disposition to inflict 
harm. This may be expressed verbally 
in threats to harm people or objects, 
or result in actual harm. 
Violence: acts in which there is use of 
force to attempt to inflict personal 
harm. 
Anger 
subjective 
emotional 
physiological 
dysfunctional 
Hostility 
personality 
harmful 
actions 
detachment 
 
Aggression 
inflict 
verbally 
threats 
Violence 
force 
Farrell GA, Bobrowski C, 
Bobrowski P. Scoping 
workplace aggression in 
nursing: findings from an 
Australian study. Journal of 
Advanced Nursing. 
2006;55(6):778-787.  
 
Verbal abuse refers to any form of 
mistreatment, spoken or unspoken 
that leaves you feeling personally or 
professionally attacked, devalued or 
humiliated. It is communication 
through words, tone or manner that 
disparages, patronizes, threatens, 
accuses, or is disrespectful towards 
another (Zigrossi 1992, Anderson & 
Clarke 1996). 
Threatening behaviour includes the 
suggestion of physical violence via 
verbal interaction, in person or over 
the telephone, as well as physical 
postures that suggest an object or fist 
may be thrown. However, no physical 
contact eventuates. 
Physical abuse refers to any incident 
where a person experiences physical 
assault (e.g. being spat on, bitten, 
pushed, scratched or hit and so on) or 
sexual assault (defined as any forced 
physical contact including forcible 
touching and fondling, and forced 
sexual acts including sexual 
intercourse). 
forced 
fondling 
touching 
sexual  
hit 
scratched 
pushed 
bitten 
spat 
assault 
physical 
fist 
object 
telephone 
violence 
behaviour 
Threatening 
accuses 
humiliated 
devalued 
attacked 
professionally 
personally 
unspoken 
spoken  
mistreatment 
abuse 
Verbal  
threatens 
patronizes 
disparages 
tone 
manner 
communication 
suggestion 
disrespectful 
 
Ferns T. Violence, aggression 
and physical assault in 
healthcare settings. Nursing 
Standard. 2006;21(13):42-46 
(p42). 
The Oxford English Dictionary 
(2004) defines violence as 'actions 
using physical force intended to hurt, 
damage or kill' (p42) 
The Department of Health 42 
December 6 :vol 21 no 13 :2006 (DH) 
uses the following definition for 
physical assault: 'The intentional 
application of force to the person of 
another without lawful justification, 
resulting in physical injury or 
personal discomfort' (Counter Fraud 
and Security Management Service 
(CFSMS) Division 2003). (p42) 
actions 
physical force  
intended 
hurt 
damage 
kill 
intentional 
 
application 
lawful 
justification 
injury 
discomfort 
Finfgeld-Connett D. Model of 
therapeutic and non-
therapeutic responses to 
patient aggression. Issues in 
Mental Health Nursing. 
2009;30(9):530-537. 
Aggression was defined as any verbal 
or nonverbal behaviour that is 
threatening or actually results in harm 
to nursing personnel. 
aggression 
verbal 
nonverbal 
behaviour 
 
threatening 
results 
harm 
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Garnham P. Understanding 
and dealing with anger, 
aggression and violence. 
Nursing Standard. 
2001;16(6):37-37-42; quiz 44-
5.  
 
Aggression. This is an action or 
behaviour that has many forms: 
* Physical - kicks, punches, slaps, 
bites. 
* Verbal - insults, threats, rumours. 
* Non-verbal - gestures, hate mail. 
Aggression is intended to bring about 
harm to a person either through pain 
or loss. It can be active or passive. 
Violence is a serious physical attack, 
with the intention of causing harm. 
The violence can be directed towards 
objects as well as people. The effects 
can be obvious, such as bruises, 
scratches, broken bones, smashed 
furniture or broken windows. 
However, what is not visible is the 
potential long-term damage. These 
symptoms often manifest with a 
psychological presentation such as 
anxiety, distress, headaches, sleepless 
nights or waking up in a cold sweat. 
behaviour 
Physical 
kicks 
punches 
slaps 
bites 
verbal 
insults 
threats 
rumours 
non-verbal  
gestures 
hate mail. 
harm 
pain 
loss 
active 
passive 
violence 
serious 
people 
effects 
obvious 
bruises 
scratches 
broken bones 
potential 
long-term 
damage 
psychological 
anxiety 
distress 
headaches 
sleepless physical 
attack 
intention 
directed 
objects 
Geen R.   Human Aggression. 
Second ed. Buckingham, 
Philadelphia: Open University 
Press; 2001. 
Aggression is the delivery of an 
aversive stimulus from one person to 
another, with intent to harm and with 
an expectation of causing such harm, 
when the other person is motivated to 
escape or avoid the stimulus. 
delivery 
aversive 
stimulus 
intent 
harm 
expectation 
motivated 
escape 
avoid 
Herath P, Forrest L, McRae I, 
Parker R.   Patient initiated 
aggression: prevalence and 
impact for general practice 
staff. Australian Family 
Physician. 2011;40(6):415-
415-418. 
The European Commission defines 
occupational violence as ‘any incident 
where staff are abused, threatened, or 
assaulted in circumstances relating to 
their work, involving an explicit or 
implicit challenge to their safety, 
wellbeing or health’.(p415) 
incident 
abused 
threatened 
assaulted 
involving 
 
safety 
wellbeing 
health  
explicit 
implicit 
challenge 
Hodge A, Marshall A. 
Violence and aggression in the 
emergency department: a 
critical care perspective. 
Australian Critical Care. 
2007;20(2):61-61-7.  
 
The New South Wales (NSW) 
Department of Health described 
occupational violence as any situation 
where employees are abused, 
threatened or assaulted in the course 
of employment, including verbal, 
physical, psychological abuse, threats 
or intimidatory behaviour as well as 
sexual harassment or assault. 
Occupational-
violence  
abused 
threatened 
assaulted 
verbal 
physical 
behaviour 
sexual 
assault psychological 
threats 
intimidatory 
Hofeldt RL. Medical 
workplace violence. Primary 
care update for Ob/Gyn. 
2001;8(3):127. 
 
Workplace violence is defined as any 
work-related incident in which a 
person is abused, threatened, or 
assaulted. 
incident 
abused 
threatened 
assaulted 
Irwin A. The nurse's role in the 
management of aggression. 
Journal of Psychiatric & 
Mental Health Nursing. 
2006;13(3):309-318.  
 
‘Aggression’ will be generally used to 
describe all verbal or physical 
assaults, and is therefore defined as 
any form of behaviour that is intended 
to affect, and can actually cause, 
physical or psychological injury. 
verbal 
physical 
assaults 
form 
behaviour 
actually 
physical 
psychological 
injury  
intended 
affect 
Jones J, Lyneham J. Violence: 
Part of the job for Australian 
nurses? Australian Emergency 
Nursing Journal. 2001;4(1):10-
14. 
Definitions of violence vary and may 
include verbal abuse, threatening 
behaviour and physical attacks 
Workplace violence is defined as '... 
any incident or situation where a staff 
member is abused, threatened or 
assaulted in situations or 
circumstances relating to their work' 
(Work Cover 1998:5). (P11) 
Lyneham's (1998) study. Violence is: 
'Anything that makes you feel unsafe, 
fearful or anything that does not allow 
you to perform your job through 
intimidation, repression, fear of 
repercussions or not respectful of you 
as a person in your own right as a 
nurse, be it from medical colleagues, 
verbal 
abuse 
threatening 
behaviour 
physical 
attacks 
incident 
situation 
abused 
threatened 
assaulted 
 
unsafe 
fearful 
intimidation 
repression 
fear 
repercussions 
respectful 
inadequate 
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clients, management, relatives etc. 
Where your concerns are pushed 
aside and they make you feel 
inadequate' (Participant 4, Lyneham 
1998) (p11) 
Kling RN, Yassi A, Smailes E, 
Lovato CY, Koehoorn M. 
Characterizing violence in 
health care in British 
Columbia. Journal of 
Advanced Nursing. 
2009;65(8):1655-1663. 
Defined as verbal insult, attempted 
physical violence that did not result in 
a physical injury (e.g. a near miss or 
psychological effect), and physical 
violence resulting in injury (e.g. 
broken bones, cuts, bruises and needle 
sticks) that involved the healthcare 
worker and a patient, another worker 
or a patient’s family. 
verbal 
insult 
attempted 
physical 
violence 
injury 
not 
broken bones 
cuts 
bruises  
near miss  
psychological 
Krug EG, Mercy JA, Dahlberg 
LL, Zwi AB. The world report 
on violence and health. The 
Lancet. 2002;360(9339):1083-
1088.  
 
Definition of violence developed by a 
WHO working group in 1996: “The 
intentional use of physical force or 
power, threatened or actual, against 
oneself, another person, or against a 
group or community, that either 
results in or has a high likelihood of 
resulting in injury, death, 
psychological harm, maldevelopment 
or deprivation.” P(5). 
violence is divided into three broad 
categories: self-inflicted, 
interpersonal, and collective (figure 
1). Each category is subdivided to 
reflect specific types of violence, 
settings of violence, and nature of 
violent acts (physical, sexual, 
psychological, and deprivation or 
neglect). 
intentional 
physical force  
power 
threatened 
actual 
injury 
death 
psychological 
arm 
maldevelopment 
deprivation 
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It would be relatively easy to select a definition based upon the theories of 
aggression and violence identified earlier. However, this is problematic as each 
theory has valid elements but not all are required for a definition for use with nursing 
students. Due to the diversity in nursing cohorts it would be difficult to achieve a 
“one size fits all” approach. Therefore the relevant elements of the biological 
(Chapman & Styles, 2006) and psychological (Luck et al., 2006) theories along with 
an understanding of the cycle of violence (Hodge & Marshall, 2007; Walker, 1989) 
need to be incorporated in a cohesive framework. It is important to review current 
models of aggression and violence to not only comprehend how aggression and 
violence affects nursing students but also to be able to address the students’ needs 
appropriately when devising an education strategy to address aggression and 
violence in practice. A model that is capable of providing a platform from which the 
needs of aggression and violence management can be targeted is the General 
Aggression Model. 
 
2.3.1 The General Aggression Model 
The General Aggression Model (GAM) is a theoretical framework that 
encompasses some of the most relevant factors associated with aggression and 
violence identified in the biological, psychological and learned models of aggression, 
and has been developed for cross disciplinary use (DeWall, Anderson & Bushman, 
2011). The GAM consists of an overarching framework that integrates the relevant 
components of the theories discussed in a single, easy to understand model (Figure 
2.1). The GAM is heavily influenced by the cycle of violence theory whilst also 
addressing peoples’ responses to aggression and violence and how they have learned 
those responses, (Chapman & Styles, 2006; Luck et al., 2006). 
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Figure 2.1. The General Aggression Model. (DeWall et al., 2011, p. 264) 
 
The GAM can be utilised not only as an identifier of aggression but also as a 
means or a model to identify ways to reduce aggression by raising awareness of the 
theoretical processes that may underpin aggression and how people may respond 
(DeWall et al., 2011).This framework provides an appropriate method of identifying 
and subsequently applying a definition of aggression and violence suitable for 
nursing students who work in a very specific context.  
 
2.3.2 Is aggression and violence a single entity? Clarification of terms. 
A significant area of confusion in the literature is that the words aggression 
and violence are generally inter-related, therefore producing an element of 
uncertainty toward both the meaning of the combined term ‘violence and aggression’ 
and their independent components. The separation of the terms aggression and 
violence is common and it is suggested in the literature that aggression is easier to 
define than violence (Bussing & Hoge, 2004) but as the terms are so readily 
interchanged this is difficult to substantiate. Ideally a single definition encompassing 
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both terms would be desirable but from the evidence available this has so far proved 
elusive.  
One reason for the confusion surrounding the terminology may be related to 
the misunderstanding of what constitutes aggression and violence. This is 
encapsulated in the abundance of interchangeable terminology identified in Table 
2.1. This snapshot of the literature highlights the confusing characteristics of the 
terminologies when used in isolation and more so when added to statements relating 
to workplace or occupational concern.  
 
2.3.3 The significant personal impact resulting from misunderstanding 
aggression and violence terminology 
The variables associated with aggression are complex, and accompanied with 
the confusion of what actually constitutes aggression can cause significant problems 
in the clinical environment for all health care workers. This may indicate reasons for 
acceptance of aggression and violence as part of the role of nursing and also why 
there is a large proportion of under reporting of incidents. 
It was identified over two decades ago that nurses underreported assaults in 
the workplace (Haller, 1988) and they have continued to do so (Chapman, Styles, 
Perry & Combs, 2010a; National Audit Office, 2003; Rippon, 2000). The failure to 
report may seem a minor problem as there are still incidents reported and therefore 
quantitative and qualitative data exists for researchers to analyse. However, the rate 
of underreporting has been estimated between 80 and 92% (Arnetz, Hamblin, Ager, 
Luborsky, Upfal, Russell & Essenmacher, 2015; Chapman et al., 2010a), which 
would undermine the current understanding of aggression and violence in the 
workplace. 
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The subjective nature of the person’s response may also be the intrinsic cause 
of the failure to report, as reasons for underreporting of incidents vary from the 
frequency of assault to the completion of “troublesome forms” (Haller, 1988). 
However, it is widely reported that nurses fail to report aggressive and violent 
incidents as they are now so common in practice they are perceived as part of the job 
(Anderson, 2011; Ayranci, Yenilmez, Balci & Kaptanoglu, 2006; Chapman et al., 
2010a). Under-reporting of aggressive and violent incidents may also be due to staff 
feeling they are exposing personal vulnerability if they report incidents, therefore by 
not reporting they are presenting a persona of a resolute staff member. 
The concept of accepted aggression in the clinical environment is an 
additional consideration when selecting a definition for use by health care workers. 
A suitable definition needs to provide clear guidance to the staff as to how they are 
to perceive aggression in the workplace. This in turn may indeed increase 
understanding of what constitutes aggression and violence and what is or is not 
acceptable and may increase the reporting of incidents. However, gaining wider 
acceptance of such a subjective topic is not straightforward. 
 
2.3.4 Selecting a definition for research 
A significant problem in the researching and reporting of aggression and 
violence is the lack of a universally accepted definition in law and in the literature. 
This is even problematic within the highest echelons of law. Indeed there has been 
difficulty defining aggression since 1945 with discrepancies between 50 global 
states, including Australia, as to an agreeable definition (Schuster, 2003). It has been 
reported that the International Criminal Courts should hold jurisdiction over the 
crime of aggression, but many states are unable to agree upon how to define 
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aggression (Trahan, 2002). The healthcare setting is also embroiled in the inability to 
agree upon what constitutes aggression and/or violence. 
The difficulties associated with constructing a commonly accepted definition 
are complex and varied. The influencing factors and manifestations of aggression 
and violence can range from verbal abuse to physical assault (Chapman & Styles, 
2006). In seeking to arrive at a working definition for ‘aggression & violence’ 
suitable for use in this research study, it is important to first consider the theories and 
constructs of what constitutes violence and aggression that have been previously 
outlined. Thereafter, the difficulties in interpreting the terminology within the 
literature need to be explored to enable a suitable definition to be adopted that can be 
used by nursing students irrespective of their working location.  
It is evident from exploring the theories on aggression and violence that the 
subject is complex and multifaceted and therefore does not fit uniformly within one 
single theory. Some studies have elicited participants’ views of aggression. In a 
study of nurse’s perceptions relating to violence in general wards, the nurses were 
asked what they thought constituted aggression (O'Connell, 2000). The constructs of 
intimidation, verbal and physical aggression were identified by the majority of 
nurses (89.5% N=209) as indicative of aggression and therefore informed the study 
as a definition (O'Connell, 2000). However, it could be argued that these terms are 
not definitions per se, but are descriptors of aggression applicable to those individual 
study participants and their working environment, and not necessarily transferable to 
other settings and studies. Although this information provides valuable insight for 
analysis of humanistic responses, it does not constitute a generalised definition. 
In contrast, a recent study in Italy identified a comprehensive definition for 
use within the study questionnaire including, but not limited to, descriptors of 
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harassment such as physical and verbal aggression, however, the authors failed to 
indicate the source of the definition (Magnavita & Heponiemi, 2012). The World 
Health Organisation (WHO) acknowledged the difficulties of constructing a one fit 
definition in their report on violence and health (Dahlberg & Krug, 2002; Krug et al., 
2002). They utilised an ecological framework that incorporated aspects of the 
biological and psychological theories in order to gain a better understanding of 
aggression and violence using one comprehensive model (Krug et al., 2002). 
As with the GAM, the ecological framework allows the complexities of 
aggression and violence to be applied to the health care setting. Utilising this 
framework Dahlberg and Krug (2002) derived a definition of violence for the WHO 
by initially identifying the typology and nature of violence. In attempting to derive a 
global definition of violence, the WHO (2002) identifies a multi-component 
typology of violence including not only the forms or nature of violence: physical, 
sexual, psychological and deprivation, but also the perpetrators and victims (Figure 
2.2). This typology also visualises the interaction between the perpetrators, victims 
and type of violence.
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Nature of Violence
 
Figure 2.2. A typology of violence (Krug et al., 2002, p. 5) 
 
This complex typology is used to inform an overarching definition of 
violence, being: 
“The intentional use of physical force or power, threatened or actual, 
against oneself, another person, or against a group or community, that 
either results in or has a high likelihood of resulting in injury, death, 
psychological harm, maldevelopment or deprivation.” 
(Dahlberg & Krug, 2002, p. 7)  
 
Having both a typology and a definition highlights the complexities 
associated with defining such a subjective topic whilst also being able to apply them 
to the wider public. In an attempt to add clarity Rippon (2000) developed a definition 
specifically for health care workers, which is informed by the literature and attempts 
to encompass the historical, typological and social variances of aggression. While 
noting the lack of definitional clarity partly due to interchangeable terminology, 
(Rippon, 2000, p. 456) developed a two-stage definition as follows: 
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 “First, aggression is behaviour with intent that is directed at doing 
harm to a living being whether harm results or not, or with wilful blindness 
as to whether harm would result. A living being includes all living 
organisms. Second, aggression can be physical or verbal, active or passive, 
and can be focused on the victim(s) directly or indirectly. Aggression can 
occur with or without a physical weapon, and can incorporate psychological 
and emotional tactics such as depriving or withholding nourishment in the 
form of food, love or affection. Aggression can be the manifestation of anger 
and can be directed either toward oneself or other persons. Aggression can 
also occur in the absence of anger. ” 
 
Rippon (2000) addressed the difficulties associated with interchangeable 
terminology by clearly identifying a typology within his definition, elements of 
which can be extracted and used to address issues associated with workplace 
aggression and violence. Rippon (2000) based his definition upon a three 
dimensional model of aggression allowing him a construct within which to formulate 
an all-encompassing definition. Moreover, he suggested that it is not only intrinsic 
problems within the health care professions that make defining the topic difficult, but 
also the issues associated with research definitions that have led to a general 
uncertainty in the area. However, despite their rigorous development, the definitions 
by Rippon (2000) and Dahlberg and Krug (2002) do only address a singular term. 
The definitions have omitted either the term aggression or violence which may 
identify discrepancies in either the literature or the interpretation of current research. 
The omission of the term aggression may infer that the WHO accept the 
interchangeability of the terms and silently acknowledge the difficulties associated 
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with defining both aggression and violence. Whereas Rippon (2000) acknowledges 
his omission of violence and believes violence is inherent within aggression and is 
only appropriate to differentiate when addressing acts of torture. However, a more 
simplistic reason for omission of violence from definitions is available. It is 
suggested that not all aggressive behaviours are violent, yet inescapably, all violent 
behaviours are aggressive (Barling, 2009).  
The omission of the term aggression by a global health authority can add to 
the confusion experienced by healthcare workers as to what constitutes aggression 
and/or violence. Therefore the argument by Barling (2009) for the integration of 
terms into a singular component would appear to be logical and provide clarity to 
what is currently a confusing issue. Rippon (2000) argues that his definition is 
appropriate and valid for use within the healthcare setting, as it covers the typologies 
and intent associated with aggression. Despite this, the two-stage definition is 
impractical for staff to use as a quick reference in the clinical setting as it is detailed 
and complex to understand much like the definition adopted by the WHO. 
Regardless of the use of either the generic term ‘violence and aggression’ or 
the interchangeability of the words “violence” and “aggression” within the literature, 
it is widely accepted that aggression is usually the precursor to violence and it is rare 
for an individual to become spontaneously violent without some aggressive signals 
(Hodge & Marshall, 2007). Due to the confusion associated with interchanging 
phrases of terminology, this research project aims to use a definition that includes 
both the terms violence and aggression as a point of reference for participants. 
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2.3.5 Selecting an appropriate definition for use with nursing students 
Having recognised the difficulties associated with constructing a singular 
definition, it is important to carefully select one appropriate definition for nursing 
students. This population has different needs compared to many other university 
students, as nursing students have both theoretical based and clinical based learning 
outcomes. The clinical component means that for nursing students their university 
attendance is staggered between university and clinical environments as well as 
having to comply with policy form their university and the Nursing and Midwifery 
Board of Australia (NMBA). Therefore any typologies that are applied to their 
educational needs have to transcend both university and clinical settings. If a 
definition of aggression is to be applied specifically for the use of students 
undertaking nursing education, it is essential that the students’ experiences and 
beliefs relating to aggression are fully understood.  
The ecological framework used by the WHO (Krug et al., 2002) comprises 
four levels to address the intrinsic, extrinsic and environmental elements associated 
with violence. This allows for the complexities within their definition to be explored 
in a holistic manner accounting for many potential variables to be acknowledged. 
The four levels identified by (Krug et al., 2002, pp. 12-13) are: 
1. Individual ; 
2. Relationship ; 
3. Community: 
4. Societal.  
 
Interestingly, the General Aggression Model (GAM) encompasses all these 
factors within a cyclical process, which integrates well with the evaluation process 
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inherent in education. The GAM also allows for consideration of proximate episodic 
factors and processes; for example environmental influences such as temperature and 
weather effects. This allows for consideration to be given to influences important to 
the individual outside of the internal cycle of the GAM. 
For the purpose of this study, a definition of aggression and violence will be 
adopted within the GAM to allow for consideration of the multiple interacting 
variables involved in violence and aggression in the health setting. This approach 
will also enable the nursing student to be situated at the core of the definition and to 
ensure it is applicable to the nursing student cohort. Therefore the GAM will not 
only be essential as an overarching model to selecting a definition but also form a 
fundamental component of the theoretical framework of this study.  
A user friendly definition that can be quickly referred to and rapidly 
understood, and which is applicable across all nursing students’ working 
environments, would be desirable. However, due to the difficulties associated with 
defining aggression and/or violence that have been identified, an encompassing 
definition such as this is improbable. Therefore, a generic guideline rather than 
specific definition is considered to be of greater value and to provide easier 
comprehension for the nursing student. This will allow the nursing student to gain an 
understanding of the subject quickly and concentrate their focus towards 
understanding the inherent learning required for aggression and violence 
management, in both the university setting and the clinical environment.  
 
2.3.6 Specific definition to be used for nursing students in this study 
In order to transcend clinical and academic settings, a principally accepted 
definition for both violence and aggression is required. There are many derivations 
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of occupational settings relating to both constructs such as occupational violence, 
community violence and workplace violence (Alexander & Fraser, 2004; Farrell, 
Bobrowski & Bobrowski, 2006; Wilson, 2012). An appropriate term needs to be 
applied to the areas within which nursing students’ work, without blurring 
boundaries in respect to where the definition can be applied. Therefore, as nursing 
students work in both a clinical and an academic setting the generic term 
‘workplace’ will be used when referring to a definition of aggression and violence. 
This will allow for application of the definition throughout their training, irrespective 
of location.  
The local state Department of Health where this study is based devised a 
multi-faceted definition encompassing not only workplace violence and aggression 
but also the determinants of physical, non-physical and psychological violence 
(Department of Health, 2004). This group of definitions, although detailed, are 
generic in nature and have the ability to transcend both the clinical and academic 
setting and were therefore considered appropriate as a basis for the definition to be 
used in this study. 
As the study is seeking a definition(s) that is easy to understand and also 
quick to reference and easily retained as a knowledge base, the original five 
components of the Department of Health’s definition (2004) have been reduced to 
three, with the omission of the physical and psychological violence descriptors 
(Figure 2.3). These have been omitted as it is believed that the notion of aggression 
and violence is covered adequately in the first three components of the definition. 
Simplifying the definition is also viewed as advantageous as this study focuses on 
inexperienced, novice healthcare workers, who may perceive the inclusion of a sub-
division of aggression and violence theory as confusing. This definition can be easily 
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introduced into the academic environment without infringing any local policies and 
it is surmised that this definition will aid understanding of the topic and encourage 
nursing students to be vocal about all incidents which has the potential to improve 
records and influence future research of violence and aggression.  
 
Workplace aggressive behaviour: incidents, perceived or real to individuals, 
when they are abused, threatened or assaulted in circumstances arising out of, or in 
the course of their employment, involving an explicit or implicit challenge to their 
safety, health or wellbeing. 
 
Workplace violence: an action or incident that physically or psychologically 
harms another person. It includes situations where employees and other people are 
threatened, attacked or physically assaulted at work. 
 
Non-physical violence such as verbal abuse, intimidation and threatening 
behaviour, may also significantly affect a person’s health and wellbeing. Threats 
may be perceived or real and there does not have to be physical injury for the 
violence to be a workplace hazard. Employees may be affected by workplace 
violence even if they are not directly involved. 
(Department of Health, 2004, p. 9) 
Figure 2.3. Definition of aggression and violence adopted for use in this study 
 
In order to design an appropriate pedagogic intervention for nursing students, 
it is imperative that the issue of aggression and violence in their working 
environment is understood as well as their educational needs. The selected definition 
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for use in this study now provides a platform from which a new pedagogy can be 
designed. 
 
2.4 Understanding aggression and violence in healthcare 
The literature identifies that aggression and violence is inherent in everyday 
life and it is understandable that not only the act, but also the effects of aggression 
and violence will be present in healthcare settings. The literature relating to the 
prevalence and impact of aggression and violence in nursing and more specifically 
nursing students will now be explored. 
 
2.4.1 Increasing prevalence of aggression and violence in healthcare  
Notwithstanding the difficulties surrounding the problem of defining 
aggression and violence, a number of studies have focused on the reporting of 
incidents and perceptions of health care staff when faced with aggression and 
violence. The literature suggests that aggression and violence occur frequently in the 
workplace (Barling, 2009; Krug et al., 2002) and it is understandable that the 
consequences of aggression and violence will have an impact on the healthcare 
settings and the individuals involved. Indeed, it has been suggested that aggression 
and violence in the healthcare environment are not a new phenomenon, although 
recently their occurrence is becoming more commonplace globally (Edward, Ousey, 
Warelow & Lui, 2014), with reports in countries such as the USA, Switzerland, Italy 
and Australia (Hahn, Müller, Needham, Dassen, Kok & Halfens, 2010; Magnavita & 
Heponiemi, 2012; McKinnon & Cross, 2008; Nachreiner, Gerberich, Ryan & 
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McGovern, 2007). This increase may be an artefact of evolving health and safety 
measures, legal requirements and reporting mechanisms.  
A recent cross sectional study of staff (N = 1166) within a public health care 
facility in Italy not only identifies significant levels of aggression and violence in 
this healthcare facility but also that these levels remained constant over a four year 
period (Magnavita & Heponiemi, 2012). Over 9% (n=107) of the study participants 
had suffered physical aggression in the previous 12 months and nearly 20% (n=229) 
of the participants suffered verbal aggression. Furthermore, Magnavita and 
Heponiemi (2012) found that nurses and physicians were at greater risk of 
aggression and violence compared to all other workers surveyed within the health 
care facility, with psychiatric and emergency settings being the highest risk work 
environments. This study, however, was undertaken in one hospital in Italy and 
surveyed different staff at three time points and did not carry out any interventions to 
address the findings, therefore no conclusions can be drawn as to the reasons for 
stability in the findings over time nor can results be generalised to other types of 
health care settings in Italy.  
Similar findings were reported in a cross sectional study in Turkey, revealing 
high incident rates of aggressive and violent behaviours in four different emergency 
department hospital settings in one province in Turkey over a five year period 
(Erkol, Gokdogan, Erkol & Boz, 2007). Although this study had a relatively small 
survey sample (n=124), over 81% of nurses and nearly 97% of physicians had 
experienced aggressive behaviour whilst working in clinical areas. In addition to the 
small sample size there was an issue of the extended time line as the respondents 
were asked for a five year recall of experiencing aggressive behaviour. This may 
affect the accuracy of the data, however, there is evidence that long term recall is 
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accurate for recall of specific events such as smoking and alcohol consumption 
(Friedenreich, 1994). Therefore, recalling significant events such as personal 
encounters of aggression and violence over time, may indeed be an accurate 
reflection of real world events. The study took place in only one hospital in Turkey 
and there is no information about the original sampling frame or the response rate to 
the questionnaire, which may indicate issues with methodological procedures in the 
distribution and recall of the questionnaires. Interestingly, all of the studies discussed 
made recommendations for changes in practice to reduce the levels of aggression and 
violence experienced by healthcare staff, however, none of the studies attempted to 
tackle the problem through intervention studies. 
The Turkish study has, however, provided some interesting data with 
similarities to results produced in a larger observational study in the USA that also 
used a five year recall to ascertain aggressive behaviour towards healthcare staff 
(Kansagra, Rao, Sullivan, Gordon, Magid, Kaushal, Camargo & Blumenthal, 2008). 
A large sample of staff were surveyed (n=5695) from 65 hospital emergency 
departments and reported nearly 3500 physical attacks on staff over a five year 
period. Interestingly the largest group of respondents were nurses (56% n = 1805) 
with physicians being the second highest response group (19% n = 776).  
These studies outline the significance of the prevalence of aggression in the 
healthcare setting but are primarily descriptive in nature. They do, however, provide 
interesting results that go some way to identifying the true scale of this problem. The 
addition of further mixed method research is required to add value and richness to 
the current literature base. 
The studies by Erkol et al. (2007) and Kansagra et al. (2008) identify that 
nurses make up a large proportion of staff reporting assaults in the emergency 
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department setting, however, aggression and violence is not isolated to emergency 
departments and is prevalent in the psychiatric environment and within the general 
hospital setting (Hahn, Hantikainen, Needham, Kok, Dassen & Halfens, 2012; 
O'Connell, 2000). The effects of these incidents require consideration and will now 
be discussed.  
2.4.2 Effects of aggression and violence on health care workers 
Evidence shows many nurses have experienced aggression and violence 
within the clinical setting and it is apparent that these incidents have the potential to 
cause lasting physical and psychological effects. A qualitative study of 33 nurses in 
Australia demonstrated that all the study participants had a range of negative 
emotions derived from aggressive incidents they had experienced (Deans, 2004). 
Although this was a small scale study restricted to one state in Australia it revealed 
one vitally important point: although nurses perceive the encounters of aggression in 
the workplace as an inevitable part of their role, they are psychologically and 
emotionally unprepared for the incident and ensuing events.  
Indeed, people react to adverse events in different ways dependent upon on 
how they internalise the events and external influences such as the clinical 
environment (Arnetz & Arnetz, 2001). The literature supports the notion that the 
resulting impact on the individual is predominantly negative (Deans, 2004) and 
therefore the personal reaction to aggression and violence could result in the 
individual experiencing an acute stress response. However, the study by Deans 
(2004) relied on participants’ accounts of personal stress and did not objectively 
measure stress in the participants. Acute stress response  occurs when an individual 
is subjected to an experience that impacts on their normal adaptive functioning and 
diminishes the coping mechanisms (Antai-Otong, 2001). The negative response may 
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not only be experienced at the time of the incident or shortly afterwards, but can also 
be relived at a later stage or on a different occasion, and undermine their capacity for 
adaptive coping in clinical practice (Antai-Otong, 2001). 
A recent cross sectional retrospective study from Germany identified 
significant negative effects and stress in healthcare workers exposed to aggression 
and violence (Franz, Zeh, Schablon, Kuhnert & Nienhaus, 2010). The study by Franz 
et al. (2010) measured stress using the validated and reliable Staff Observation Scale 
Revised (SOAS-R) and found nearly 45 % (N=55) experienced physical impairment 
as a result of aggressive incidents and 77% (N=95) experienced emotional reactions 
to the incident they were involved in. Nearly 67% of staff that had experienced both 
physical and non-physical aggression or violence in the last 12 months felt 
moderately to highly stressed as a result of the incident. 
This German study clearly indicated that healthcare workers suffer some 
degree of stress as a result of aggression and violence. However, due to the 
subjective nature of aggression, and an individual’s stress response, it would appear 
the only way to prevent the stress reaction would be to eradicate aggression and 
violence which is clearly unrealistic. Although strategies such as management 
techniques and education of staff (Beech, 2001; Duxbury, Hahn, Needham & 
Pulsford, 2008) have been implemented in many clinical areas in an attempt to 
reduce the amount of aggression and violence, there are considerations to be made 
prior to implementing preventative strategies. It is reasonable to assume that if 
registered nurses are ill-prepared for these situations, nursing students who are less 
experienced than registered nurses, may be at risk of greater distress and harm if they 
are exposed to aggression and violence in the clinical environment. Therefore, it is 
important to understand and acknowledge triggers of stress in inexperienced workers 
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such as nursing students in an attempt to minimise or prevent the impact of 
aggression and violence. The literature specifically targeting aggression and violence 
in this group of healthcare workers is limited, however, it raises some important 
areas of discussion that are now presented. 
 
2.4.3 Aggression and violence and the nursing student 
There has been a plethora of literature observing and reporting the effects of 
violence and aggression upon registered nurses, but research specifically focusing 
upon the effects of aggression and violence upon the nursing student is sparse. 
Specific studies focussing on nursing students may provide interesting data relating 
to the impact aggression and violence has upon retention, choice of postgraduate 
workplace and the lived experiences of the nursing student. 
Some general aggression and violence research studies have made cursory 
acknowledgement of nursing students involvement in aggressive situations, and fall 
short of providing specific advice to aid students to cope with hostile situations 
(Wells & Bowers, 2002). The studies that have focused on nursing students have 
provided important results. A large retrospective study (n=1000) compared 
experiences of nursing students and qualified staff in a large teaching hospital in the 
UK (Grenade & Macdonald, 1995). It was reported that nursing students were 
assaulted significantly more than any other grade of nurse in the psychiatric setting 
and as often as other grades of nurses in the general hospital setting. The study 
focused on physical assault, suggesting that the actual numbers of incidents may be 
significantly higher if non-physical abuse is to be considered. The study reports 
findings from two decades ago highlighting that this is not a new problem and may 
be one that is not being addressed. 
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In a more recent study from the UK, Ferns and Meerabeau, (2008) explored 
nursing students’ experiences of witnessing and experiencing verbal aggression. A 
questionnaire was issued retrospectively to a cohort of third year nursing students 
(n=114). Over 45% of students had experienced verbal abuse in the clinical setting 
and nearly 35% had witnessed verbal abuse in their first two years of training. The 
study findings are similar to those in the general literature in that the perpetrators 
were patients, relatives and colleagues. Some of the abuse reported could be 
significantly damaging to anyone, let alone an inexperienced worker, as some 
received threats to kill, sexually oriented abuse and racial abuse.  
Similar findings have been observed in other studies with students in Turkey 
(Celik & Bayraktar, 2004), Germany (Nau, Dassen, Halfens & Needham, 2007) and 
Israel (Bronner, Peretz & Ehrenfeld, 2003). The study in Turkey found that 100% of 
students had experienced verbal aggression and over 50% had experienced sexually 
directed abuse (Celik & Bayraktar, 2004). A more recent study from Turkey 
confirmed that the problem is continuing with over 90% of nursing students (n=380) 
experiencing verbal abuse with patients being the main offenders (Çelebioglu, 
Akpinar, Küçükoglu & Engin, 2010). 
Moreover, it is important to acknowledge the cost this aggression has upon 
caring. It may be argued that when unprepared, students who are exposed to 
aggression may find their attitudes towards patients are negatively affected and 
subsequently their role as a carer may be compromised. 
 
2.4.4 Understanding the basis for aggression and violence in healthcare 
As aggression and violence is experienced subjectively, people perceive and 
understand it differently. Peoples’ perception of aggression and violence can also be 
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shaped by the setting in which it occurs as well as by the individuals’ traits and 
experiences. This is also compounded in the healthcare setting by possible 
acceptable reasons for the causation of violence. Therefore the healthcare 
practitioner may have to make a distinction between intentional and non-intentional 
violence (Department of Health, 2004). It is suggested that non-intentional violence 
such as that resulting from a medical condition such as dementia or hypoxia needs to 
be considered differently to that of intentional violence (Department of Health, 
2004). This differentiation of violence due to medical causation could be viewed as a 
typology within a typology, or an elaborate multi-faceted definition. 
Varying underlying causes of violence in a health setting have been described 
in a large UK study (n=396) of hospital staff who had experienced a violent incident 
at work (Whittington, Shuttleworth & Hill, 1996). Two of three main reasons for the 
assault were due to either medical conditions such as confusion or altered medical 
state, or due to clinical interventions such as blood glucose monitoring (Whittington 
et al., 1996). Moreover, it has been suggested that causation of violence due to a 
medical condition should be identified, but the reasoning for this remain unclear 
(Stirling, Higgins & Cooke, 2001).  
The causation of violent acts due to medical conditions is discussed 
throughout the literature and it is acknowledged that this increases the difficulty in 
defining aggression and violence in nursing due to the difference between malicious 
aggression and for instance, aggression shown by a patient suffering with dementia 
(Ferns, 2006). Although there is some argument to differentiate between clinical 
reasons for violence and malicious incidents, Ferns (2006) suggests that nurses need 
to adopt a zero tolerance to any form of violence.  
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The causes of violence are multi-faceted, however, it is apparent that 
aggression and violence in any setting evoke a reaction in the victim that may or may 
not be externally displayed. It is important to understand the type of potential 
responses and their consequences that are being experienced as this may assist in 
circumventing or minimising any adverse reactions to aggressive or violent 
incidents. 
 
2.5 Personal impact of aggression and violence on healthcare staff 
Aggressive and violent acts produce subjective responses from recipients, 
which in the healthcare setting are usually negatively attributed and contradictory to 
the nurse-patient therapeutic relationship (Bloom, 2011). The negative reaction 
associated with such incidents has been explained in the literature (Healy & Tyrrell, 
2011; Ogińska-Bulik, 2006; Rodney, 2000) in relation to the acute stress response 
experienced by healthcare workers who are the victims of aggression and violence. 
 
2.5.1 Healthcare workers reactions aggression and violence 
The healthcare worker’s reaction to aggression and violence could result in 
the individual experiencing an acute stress response. This occurs when an individual 
is subjected to an experience that impacts on their normal adaptive functioning and 
diminishes their coping mechanisms (Antai-Otong, 2001). The negative response 
may not only be experienced at the time of the incident or shortly afterwards, but can 
also be relived at a later stage and on a different occasion and undermine their 
capacity for adaptive coping in clinical practice. 
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Due to the subjective nature of the perception of aggression and an 
individual’s stress response, it is difficult to create a typology for aggression that will 
specifically target these areas and reduce the effects. This difficulty relates to the 
inability to predict the type of response individuals are going to have in regards to 
specific stimuli. However, this can be mitigated by examining post event responses. 
An example of this, with a considerable history of investigation towards stress 
response and from which conclusions may be drawn, is that of critical incident 
debriefing. 
 
2.5.2 The causes of and responses to stress  
Stress can be considered in three ways; as a dependent variable (DV) which 
is the physiological response to stress, an independent variable (IV), the source of 
stress and an intervening variable (InV) or individual response which can be 
affiliated to coping mechanisms (Rhead, 1995). These variables are linked with 
physiological, physical and interactionist influences respectively. 
When stress is viewed as an IV, such as a nursing student being verbally 
abused, this is seen as a physical force upon an individual, therefore increasing strain 
upon the student. Whereas in the same situation, when stress is viewed as a DV the 
student would produce a physiological response to avert disruption to homeostasis 
such as increasing their heart rate. If stress is viewed as an InV, the student would 
appraise the situation within their environment and respond to protect their well-
being such as moving to the opposite side of the bed to the perpetrator of aggression.  
If specific stress symptoms are combined within the theoretical framework of 
stress, it may be possible to gain a better understanding of the student’s potential 
stress responses (Table 2.2) (Bell, 1995; Rhead, 1995). This will also allow for the 
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desired outcome to be a driver in the intervention design. It is important to 
understand that disruption in the equilibrium between the stress variable and the 
aggressive influence can produce adverse effects upon the individual.  
 
Table 2.2. 
Theoretical framework of stress and intrinsic responses 
 
Adapted from (Bell, 1995, pp. 36-37) and (Rhead, 1995, p. 370) 
 
Categorising stress within a theoretical framework is useful to gain an overall 
understanding of the concept and effects of stress as identified in Table 2.2. 
However, the construct in isolation merely gives a broad overview of stress and fails 
to identify specific components. It is important to understand how the model applies 
to real situations therefore the literature related to the lived experiences of peoples’ 
acute stress response, and how they cope with this, shall now be explored.  
 
Stress Variable Response Associated Symptom Outcome 
Dependent Variable Physiological Diarrhoea, sleep disturbance, 
trembling 
Maintain 
Homeostasis 
Independent 
Variable 
Physical Hyper vigilance, withdrawal, 
excessive changes in activity, 
communication, or 
interaction 
Physical 
Pressure 
increasing 
strain 
Intervening 
Variable 
Interactionist Poor thinking or 
concentration, confusion, 
flashbacks profound 
depression, fear, anxiety, 
guilt, anger  
Lack of fit 
between 
individual and 
environment 
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2.5.3 Causation of stress 
Much of the literature focuses upon the intrinsic factors that cause aggression 
from either biological or learned theories of aggression (Chapman & Styles, 2006; 
Luck et al., 2006). However, response to aggression is also based upon intrinsic 
elements that can be attributed to biological actions such as the fight or flight 
response or learned behaviour based upon previous exposure or experiences (Taylor, 
2000b). 
Numerous causes of stress are reported in the literature and discussed in 
terms of an individual’s perception of the causative event and subsequent response 
within a specific environment (Table 2.2). It appears that only the literature 
specifically focusing upon aggression and violence identifies aggression and 
violence as a causative factor of stress. The reasons why only some of the literature 
identifies aggression and violence as a cause of stress are unclear, although factors 
may be due to lack of association of aggression and violence as a precursor to a 
stress response or a lack of consideration of the components of stress. 
Acute stress response is the natural subjective reaction nursing students are 
likely to experience when faced with aggressive incidents and if students have 
experienced aggression and violence previously, it is therefore logical that a 
proportion of students will also encounter this response during varying forms of 
education in relation to aggression and violence. Therefore an appreciation of 
potential responses is essential in the development of a pedagogical design dealing 
with educating nursing students about aggression and violence.  
The stress response is a complex multi-faceted human reaction with 
biological and psychological considerations. Stress reactions can be experienced and 
observed immediately following a critical incident (Dietz, 2009), or over prolonged 
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time periods, with individuals experiencing transient and possibly chronic stress 
responses (Lo, 2002). The consequences of being involved in aggressive incidents 
can be exhibited in many ways and manifest in a variety of symptoms. 
The biological and psychological symptoms can be categorised into four 
areas: physiological, behavioural, cognitive and emotional (Bell, 1995). Some of 
these symptoms (Table 2.3) can be perceived as less major reactions if experienced 
transiently, such as diarrhoea or guilt, however, prolonged experiences of many of 
the behavioural and cognitive effects could have a catastrophic effect on an 
individual’s personal and professional life. This is dependent upon the individual’s 
ability to actively appraise the situation they are faced with and their resources for 
coping with it effectively.  
Stress has been linked to significant physiological conditions such as 
coronary heart disease, hypertension and cancer (Antai-Otong, 2001; Rhead, 1995) 
whereas psychological reactions such as anxiety, depression and flashbacks, if left 
untreated, can lead to post traumatic stress syndrome (Irving & Long, 2001). Clearly, 
such negative psychological effects, which may occur in response to exposure to 
aggression and violence, can lead to an undesirable working pattern and effect job 
performance in addition to having a significant impact on the quality of personal life.  
Moreover, it is reported that nurses who have experienced patient centred 
aggression and violence may prejudge patients, either reacting defensively or 
employing methods to avoid patients (Lim, 2010). This in turn may lead to job 
dissatisfaction and poor performance impacting upon patient care and quality of 
service (Lim, 2010). 
A nurse’s personal experiences of aggression and violence will lead to an 
appraisal of similar future situations, in conjunction with intrinsic reactionary 
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mechanisms such as the fight or flight response (Taylor, 2000b), where they will 
actively weigh up the presenting dangers against their capacity to deal with them. In 
turn this process can then produce a variety of responses dependent upon the 
individual’s analysis of the incident and their ability to cope with it.  
 
Table 2.3. 
Stress Responses 
Symptom Cluster Associated Symptom 
Physiological Diarrhoea, sleep disturbance, trembling 
Behavioural Hyper vigilance, withdrawal, excessive changes in 
activity, communication or interaction 
Cognitive Poor thinking or concentration, confusion, flashbacks 
and upsetting dreams or images 
Emotional Profound depression, fear, anxiety, guilt, anger or 
withdrawal 
 
Adapted from(Bell, 1995, pp. 36-37) 
 
The stress responses identified in the literature clearly outline the negativity 
associated with stress and subsequently the potential after effects of aggressive 
incidents. There is evidence of individuals feeling ‘energized’ during the incident but 
it is suggested that this feeling is only transient and individuals experiencing a 
positive emotion such as this could have negative outcomes such as depression at a 
later time (Dietz, 2009). This initial feeling of euphoria could be associated with the 
physiological human protective response of fight or flight, which would account for 
the transient nature and timing of the response (Taylor, 2000b). 
Due to the subjectivity of stress responses it is also important to consider in 
addition to the possible effects of violence and aggression, the many other sources of 
stress that have the potential to impact nursing students. This is important because 
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having a general understanding of the triggers of stress for nursing students will 
enable the researcher to focus on their specific needs in relation to aggression and 
violent experiences in the clinical area and encompass methods of coping into the 
intervention.  
 
2.5.4 Sources of stress in the nursing student 
There is little research evidence on the stress effects from aggression and 
violence in nurses and nursing students, however, there is strong support for the 
notion that nursing students are exposed to stress in varying forms. Much of the 
literature agrees that nursing students have a somewhat unique exposure to stress as 
they suffer from both academic and clinical stress (Evans, 2004; Jones, 2000). 
Indeed a recent comparative longitudinal study identified that students across five 
countries experienced academic and clinical stress (Burnard, Edwards, Bennett, 
Tothova, Baldacchino, Bara & Mytevelli, 2008). A total of 1707 students from 
Albania, Brunei, the Czech Republic, Malta and Wales completed the Stress in 
Nurse Education (SINE) questionnaire and were analysed for perceived stress and 
causative factors. All students experienced a variety of academic and clinical stress 
but interestingly, the focus of stress was different depending upon the country. 
Academic stress was highest in Brunei and Malta whereas stress from a clinical 
perspective was highest in Albania and the Czech Republic. 
Stress was experienced by all students irrespective of year of training 
although there was a shift in stress towards an academic source in third year students 
(Burnard et al., 2008). These findings support the complexities associated with stress 
in nursing students but the study did not consider cultural differences between the 
groups, which may also have a significant impact upon results. In addition to this, 
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the study did not allow for individual responses to identify other extraneous 
causative factors of stress, such as aggression or violence, but was based on generic 
answers within the confines of the SINE. The questionnaire was issued in English 
only, which also raises the possibility that items within the SINE may have been 
misinterpreted and may be unreliable in those whose English was a second language. 
The levels of stress experienced by nursing students and the international 
experiences discussed are concerning, however, to survive within this stressful 
environment nursing students have developed methods of coping with stress in the 
academic and clinical setting.  
 
2.5.5 Nursing students responses to stress 
A small study of third year diploma nursing students (n=52) in the Republic 
of Ireland identified that nursing students experienced a variety of emotional 
responses to educational and clinical stress (Evans, 2004). These emotions included 
exhaustion, worrying and frustration (Evans, 2004). Only a small number of students 
had no experience of educational stress or clinical stress but of those who had, all 
had devised methods of trying to cope with stress. Most of the coping strategies 
identified the positive use of social support such as talking to friends or family with 
only a minority using negative coping strategies such as taking sick leave. Although 
it is reassuring that students are developing coping mechanisms for stress, what is 
unclear is the level of success of their coping strategies and how adaptive these 
strategies proved to be in the short and long term. 
Similarly, in a study of first year nursing students (n=220), the ability to 
apply coping strategies to adverse situations resulted in lower levels of distress 
(Jones, 2000). However, the students who had lower levels of distress tended to use 
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direct coping through problem solving strategies compared to students who used 
non-direct coping such as fantasy and hostility. Interestingly, stress/distress in both 
of these studies is higher in the younger age ranges 17-25 and 18-24 years (Evans, 
2004; Jones, 2000). This may indicate that life experience provides more 
comprehensive coping strategies, although this is not explicit and requires further 
exploration. 
Nursing students are indeed experiencing stress, but have in fact developed 
numerous coping mechanisms whether supported or not. However, there appears to 
be less information relating to the potential impact this has upon the individual and 
the organisation. Indeed, stress in nursing students has been identified as a 
contributing factor in attrition rates of student nurses (Lo, 2002).  
The literature reviewed suggests that aggression and violence has a negative 
impact on nurses and indeed nursing students in the form of acute stress response. It 
is difficult to prevent all aggressive incidents from occurring, however, it is possible 
to introduce mechanisms that will aid in raising awareness of potential situations and 
develop and build nursing students’ resilience to the aggression and violence that 
they will inevitably experience.  
 
2.5.6 Building resilience to aggression and violence 
Aggression and violence is commonly identified as an adverse event that 
causes negative responses from those subjected to it. The ability to respond to 
adversity and recover in such a way that an individual can face similar adversity in a 
more positive and prepared manner in the future is an important concept raised in the 
resilience literature. 
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Resilience is often referred to as the ability to ‘bounce back’ from or to 
overcome adversity (Dyer & McGuinness, 1996; East, Jackson, O’Brien & Peters, 
2010). Early resilience research was predominantly undertaken in the fields of 
psychology and psychiatry and primarily focused on children who had faced 
significant life struggles and prospered (Anthony, 1974). Further research by Luthar 
(1991) acknowledged the ability of children to be resilient in stressful situations and 
also identified potential protective factors in resilient children that were not 
demonstrated in children with low resilience. 
Resilience is protective and can aid in providing physiological homeostasis 
(Jackson, Firtko & Edenborough, 2007) and psychological protection through 
positively viewing negative incidents (Tugade, 2004). Resilience provides 
individuals with the ability to be strong through adversity and develop coping 
mechanisms for the future (Edward & Hercelinskyj, 2007). It has been argued that 
resilience is a trait and that individuals with certain traits or characteristics are more 
resilient than others. Resilience research in adults has reviewed an individual’s 
ability to cope with significant illness such as acquired immune deficiency syndrome 
(AIDS) and cancer (Min, Yoon, Lee, Chae, Lee, Song & Kim, 2013; Rabkin, 
Remien, Williams & Katoff, 1993) and has also examined what elements are 
required to be present for individuals to be resilient. 
Five characteristics have been proposed as being central to resilience by 
Wagnild and Young (1990): a purposeful life, perseverance, equanimity, self-
reliance and existential aloneness. The characteristics identified by Wagnild and 
Young are key when considering whether an individual is resilient, however, they do 
not expand on the opportunity to develop or increase resilience in individuals. 
Building resilience and more specifically developing resilience in the workplace has 
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been the focus of other research. In a developmental model McEwen (2011) 
recommends that the individual invest in four areas to maintain and build resilience 
(Figure 2.4). The identification of specific areas for building resilience provides the 
individual with direction on what intrinsic factors to focus upon whilst also 
considering external environmental complications. Each aspect of the model is 
important in developing resilience but does not have to be tended to equally, 
providing the individual has the ability to individualise their needs. 
 
 
Figure 2.4. Developmental model of resilience from McEwen (2011, p. 5) 
 
Focusing on building resilience in the workplace is critical if nurses and 
nursing students are to become resilient and overcome adversity such as that 
experienced in aggressive incidents. In a literature review specifically aimed at 
resilience in nurses, Jackson et al., (2007), identify five strategies to develop and 
build resilience: building positive nurturing professional relationships and networks, 
Mental Toughness 
Physical 
Endurance 
Emotional Balance 
Purpose RESILIENCE 
Environment 
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maintaining positivity, developing emotional insight, achieving life balance and 
spirituality and becoming more reflective (Jackson et al., 2007, p. 6).  
Nursing is inherently a stressful occupation but through using established 
problem solving skills, nurses can become more resilient and reduce the risk of 
depression and stress (Edward, 2005). The need to develop these skills is apparent in 
early career nurses. In a study of new nurses working in acute care, it was discovered 
that although they did have resilient traits, they had to work through a process of 
self-development and personal experiences to achieve resiliency (Hodges, Keeley & 
Troyan, 2008). The notion of resilience being linked to experience is evident in a 
more recent study of registered nurses working in aged care (Cameron & Brownie, 
2010). Qualitative findings of nine registered nurses working in aged care with 
experience varying from two to 30 years found nurses who have attributes such as 
clinical knowledge and experience are more resilient than those without (Cameron & 
Brownie, 2010).  
The evidence of resilience in nurses would suggest that the most vulnerable 
group in terms of lacking resilience would be unqualified and inexperienced staff 
such as nursing students. A recent study in the USA explored the resilience of 
Baccalaureate nursing students over one semester and the relationship between 
resilience and test grades (Taylor & Reyes, 2012). The study used a pre-test, post-
test quasi-experimental design and measured resilience using the Resilience Scale 
(Taylor & Reyes, 2012). The sample consisted of 295 nursing students, 136 of whom 
completed both questionnaires. The nursing students surveyed had varying levels of 
experience ranging from first semester juniors (N=6) to second year students 
(N=50). The study found no significant difference between pre and post-test 
resilience scores over the course of the semester (F(4,124) = 1.047, p = .386) 
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however, there were significant moderate correlations between first and final 
examination scores and total pre-test resilience scores and post-test resilience scores 
(r = .591, p = .000) (Taylor & Reyes, 2012). Although this study provides interesting 
data in terms of resiliency related examination scores, it was conducted over one 
semester in a school of nursing in America and may not be reflective of long term 
resiliency in nursing students or be generalisable to universities in other countries. 
The varied experience of the sample may limit transferability of the findings as only 
a small number were inexperienced students (N=6) and there was no information 
provided of the correlation between resilience and nursing student experience. 
Provision of this data would enable future resilience intervention research to target 
the students requiring resilience training appropriately.  
The Taylor and Reyes (2012) study identifies nursing students do have a 
level of in-built resilience which supports the argument that resilience is indeed a 
trait. However, as resilience is fundamentally constructed of positive elements, it is 
proposed that through development of positive emotions, problem solving skills and 
the development of coping mechanisms, resilience can in fact be learnt and 
developed (Fredrickson, 2001; Linley & Joseph, 2004; Tugade, 2004). 
Developing or increasing resilience through education has recently been 
addressed in the wider healthcare literature. A review of the resilience literature, 
suggested that resilience education be incorporated into the undergraduate medical 
training of doctors within curriculum activities such as Integrated Practice 
Education, which may then allow for the transfer of resilience education to other 
specialities (Howe, Smajdor & Stöckl, 2012). Moreover, it has been suggested that 
the education setting within the healthcare environment is the ideal setting for 
improving resilience through identifying and developing relevant and protective 
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factors (McAllister & McKinnon, 2009). Furthermore, McAllister and McKinnon 
(2009) claim that resiliency has been overlooked in healthcare education but 
predictors of resilience such as coping mechanisms and cognitive ability can be 
strengthened and learned. McAllister and McKinnon (2009) recommend healthcare 
professionals be taught identity building, coping strategies, leadership skills and 
reflective practice as a means to build resilience. 
Further research has specifically addressed resilience education within 
nursing. An educational intervention designed to develop resilience in nurses and 
midwives was implemented in an Australian hospital to a group of 14 nurses and 
midwives (McDonald, Jackson, Wilkes & Vickers, 2012). The participants attended 
a one day workshop each month for six months that focused on learning and 
developing one or two personal resilience characteristics. Participant evaluations 
were collected throughout the course and positive comments and feedback 
highlighted the participant’s development and learning of resilience factors for use in 
the workplace. However, no tool was used to measure resilience pre- and post-test, 
therefore it is impossible to ascertain whether the resiliency learned was maintained 
or transient. 
The literature identifies the importance of developing nurses’ resilience as a 
protective measure to stress in the workplace, however, there is a general tone in the 
nursing resilience literature that suggests resilience education should begin in the 
undergraduate setting. Indeed it is believed that resilience behaviours should actively 
be identified in students and the concept of resiliency education should be 
transparent with the student and involve them to self-develop these attributes 
(Hodges et al., 2008). Moreover, it has been recommended that resilience education 
be incorporated into existing pedagogies such as practice based learning (PBL) as the 
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problem solving skills associated with PBL can be used to develop self-reliance and 
confidence, which are strongly associated with resilience (Chen & 陳季員, 2011). 
Specific research relating to building resilience in nursing students is scarce, 
however, a systematic review of the literature reports the need for educators to be 
aware that clinical placements can be emotionally traumatic for nursing students and 
that there are a number of reports of negative student experiences potentially adding 
to student attrition (Thomas, Jack & Jinks, 2012). Indeed, nursing students have 
reported incidents of aggression and other negative behaviour in clinical practice, 
which significantly affects their well-being (Jackson, Hutchinson, Everett, Mannix, 
Peters, Weaver & Salamonson, 2011). Following the qualitative findings of 
negativity in clinical practice, Jackson and colleagues identify that students with 
clinical experience have problem-solving techniques that are fundamental to building 
resilience to adversity in their future. The authors also found that students who 
encountered horizontal violence developed resistance to this negativity and were able 
to create a positive working environment that enabled them to continue to learn 
within a seemingly hostile environment. 
The literature examined identifies not only that nursing students experience 
aggression and violence in the clinical setting but also that they are vulnerable to 
stress as a result of it. There has been little research focussing on nursing students 
and resilience and no intervention research aimed at building resilience in nursing 
students has been found.  
 
2.6 Nurse education: A brief history 
Nurse education has changed considerably over the last two decades with a 
teaching paradigm shift from an apprentice style approach to a profession requiring 
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academic qualifications within higher education institutions (HEI) (Carr, 2008; 
Davies, 2008). This transition has changed the focus of teaching and learning by 
students and teachers alike. The shift in nurse education has allowed nurses to 
develop academic knowledge through the HEI as well as practical skills via clinical 
fieldwork (Jerlock, Falk & Severinsson, 2003), increasing the professional standing 
and allowing nursing to be viewed in the same manner as other health professions.  
Nurse education was historically a task orientated vocation with nurses being 
shown how to do a procedure when they needed to do it within the clinical setting or 
by assisting doctors undertaking what was perceived as an advanced procedure 
(Dingwall, Cox & McIntosh, 1978). Throughout the 1980s and before nurses wanted 
nursing to be recognised as a profession; prior to this nursing was seen as a vocation 
(Chinn & Jacobs, 1978; Francis & Humphreys, 1999). The drive for change was 
evident in the 1970s and 1980s and culminated in the early 1990s with nurse 
education in the main taking a dramatic shift into the HEI setting (McBride, 1999; 
Quinn, 2000; Zabalegui, Macia, Márquez, Ricomá, Nuin, Mariscal, Pedraz, Germán 
& Moncho, 2006). The shift of the teaching paradigm from apprentice style teaching 
to academic teaching and assessment was a difficult step to take for students and 
tutors, but revolutionary for nursing. The entire teaching strategy for nurse education 
had to be changed and nursing developed into a dual format curriculum as nurses 
now had to be academically knowledgeable and competent as well as clinically 
competent (Warren, 2002). The idea of changing assessment structure into a dual 
approach as suggested by Warren (2002) has suggested is far more applicable to 
nursing than the singular learning concept suggested by Stiggins (2002), who argues 
for a shift away from assessment in order to focus on learning. The paradigm shift 
experienced by nurse educators was similar to that within all HEIs as a shift was 
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being promoted away from the measurement model to a standards model, 
encouraging learning that can be utilised in the employed world (Maclellan, 2001). 
Since the shift of nurse education into the HEI environment, nurse education 
has continued to evolve with the paradigm continuing to move towards a more 
student focused education, encouraging reflection, critical analysis and self-
awareness through experiential learning in a student centred learning environment 
(O'Shea, 2003; Ruth-Sahd, 2003). The changes within the HEI for nurse education 
began with the adoption of the concept of Problem Based Learning (PBL) into the 
curriculum in the early part of this century and more recently with simulation based 
learning (Barrow, Lyte & Butterworth, 2002; McCaughey & Traynor, 2010; Savin-
Baden, 2000). 
Practice based learning was initially developed as an alternative to traditional 
education within the medical profession in the 1960s (Barrows, 2000) and therefore 
its transition into nursing was a practical move as nursing evolved into a more 
advanced profession. There is multiple evidence of the implementation of PBL into 
nursing education internationally with varying degrees of success. The nursing 
education system in Australia has embraced the use of PBL and implemented it in its 
purest sense in several aspects of the nursing curriculum (Cooke & Moyle, 2002). 
Student evaluations following pure PBL implementation in Australia found that PBL 
was more positively evaluated than traditional teaching paradigms with students 
commenting that they felt more involved in teamwork and that the work related to 
actual clinical practice (Cooke & Moyle, 2002).  
The literature supports the notion that PBL is attractive to nursing globally as 
nursing requires the same components of PBL that attracted the medical education 
system, that being the bridging of the theory practice gap and the transferability of 
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skills into the clinical environment (Creedy, Horsfall & Hand, 1992). The ability to 
transfer skills and knowledge will not only allow the student to take these skills from 
the classroom, but the development of life skills such as communication and 
listening will aid in the transition from student nurse to qualified nurse. 
For this to occur anywhere, the facilitation of PBL is the fundamental aspect 
of success or failure of PBL. The role of the traditional tutor is dismissed in PBL in 
terms of delivering knowledge in a didactic manner, and different teaching skills are 
required (Jung, Tryssenaar & Wilkins, 2005). The tutor, when implementing PBL, 
takes on a role that is more of a facilitation role and ‘involves the teacher in a 
collaborative learning relationship with students’ (Johnston & Tinning, 2001, p. 
162). Through this method of facilitating learning the tutor has to take on more of an 
observer role and guide the students to the necessary outcome through open 
questioning and suggestion.  
Facilitation in this form embraces PBL in its purest form but some traditional 
styled tutors find the transition to facilitator very difficult and easily fall into old 
style teaching methods when confronted with a difficult tutorial group, therefore 
training for facilitators is essential if PBL is to be successful (Farmer, 2004; Haith-
Cooper, 2000). The developments with technology and nurse education facilities has 
allowed for further development of student centred education by utilising the 
education facilitator and problem solving components of PBL into the simulated 
practice that is used within many HEIs today. 
Simulation has been incorporated in nurse education for many years with life 
size manikins being used since the 1950s (Moule, 2011). It could be argued that 
current simulation is merely an evolution of PBL, by using the problem solving 
skills and incorporating them into real life scenarios using manikins and clinical 
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equipment. Indeed, simulation can be perceived as a teaching method that enhances 
traditional nurse training whilst removing the risk of causing harm to patients 
(McCaughey & Traynor, 2010). 
Although simulation in the context of using manikins and scenario based 
education programmes is in its infancy, there is a growing body of evidence to 
support its continued use within the nursing curriculum. A recent review of the 
quantitative evidence from simulation studies undertaken between 1999 and 2009 
found that simulation was an effective teaching and learning method and allowed 
nurses to replicate real life situations to develop knowledge and skills (Cant & 
Cooper, 2010). Similar positive results were found in a longitudinal study of nursing 
students (N=93) in a HEI in Ireland (McCaughey & Traynor, 2010). The students in 
the study by responded overwhelmingly in favour of simulated practice learning with 
over 77% stating that simulation had enhanced their learning and had allowed them 
to provide holistic care for their patients. 
The use of simulation as a rich learning experience within nursing 
curriculums is apparent in the global literature and is used extensively in many 
nursing schools worldwide (Starkweather & Kardong-Edgren, 2008). However, the 
current basis of simulation learning is focused upon problem solving and clinical 
skills. There has been some interest in simulation as a learning tool outside of these 
areas with the advocacy for the use of virtual worlds to develop decision making 
skills (McCallum, Ness & Price, 2011), however, these are limited.  
The concept of using a student centred approach to aggression and violence 
education such as simulation is attractive and it is evident from the literature 
explored that it is an applicable model for curriculum design in this study. However, 
an understanding of current aggression and violence education techniques needs to 
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be gained prior to any pedagogical development based on this premise. Therefore the 
aggression and violence literature pertaining to healthcare and nursing will now be 
discussed. 
2.6.1 Aggression and violence education in healthcare 
The literature supports the recommendation that undergraduate nursing 
students need education in aggression and violence, but agreement on the correct 
methodology to facilitate this remains unresolved. Investigations into the best 
methods to reduce student nurse anxiety of patient aggression and violence has been 
ongoing for over two decades (Beech & Leather, 2003).  
Beech and Leather (2003) conducted a repeated measures longitudinal study 
to evaluate aggression and violence education specifically targeted at a cohort of 
undergraduate students. The training consisted of a three day programme delivering 
the theory relating to aggression and violence, breakaway techniques (to remove 
oneself from physical restraint) and practical sessions including verbal and non-
verbal interactions. The questionnaires contained demographic questions, two 
aggression scenarios with related questions to address participants’ attitudes and 24 
statements to ascertain competence and current understanding of aggression and 
violence. 
The students (n=243) completed questionnaires at four stages: four months 
before the training, at the start of the first day of training, at the end of day three of 
the training and three months after the training following a clinical placement (Beech 
& Leather, 2003). A total of 930 questionnaires were included for analysis. There 
was a statistically significant difference in the students scoring of the scenarios 
following the training and at three months post training (p ≤ 0.001). Matched pair t-
test analysis was used to calculate student perception of various behaviours. The 
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student’s perception of their personal safety made a statistically significant change 
from pre training to immediately post training, which was maintained at three 
months (p ≤0.001) (Beech & Leather, 2003).  
This study by Beech and Leather (2003) highlights the need for specific 
undergraduate training and demonstrates the positive impact aggression and violence 
education can have on nursing students. This study provides clarity in relation to the 
problems associated with the lack of aggression and violence education in 
undergraduate nursing programmes and makes clear recommendations for the 
inclusion and development of aggression and violence education for undergraduate 
nurses. 
Many educational establishments have either not included aggression and 
violence education in their curriculum or attempted to integrate post graduate 
courses into an undergraduate curriculum. This has been demonstrated in the UK 
where a five day violence and aggression training program aimed towards 
postgraduate qualified staff was introduced for nursing students (Taylor, 2000a). 
Students were taught practical skills such as breakaway techniques and escape 
strategies despite concerns that students would be putting themselves in potential 
danger as a result, as the students may believe they can adequately cope with 
difficult situations following this training (Taylor, 2000a). This belief is supported 
by Beech and Leather (2003), who found that students did not agree that their role 
was a passive one and to remain in the background. Findings from these studies 
suggest that although aggression and violence education is required, and indeed 
essential for undergraduate nursing students, it can potentially increase the risk if it is 
not carefully prepared and delivered with very clear guidelines 
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A European study specifically designed for nursing students in Germany 
included a similar intensive three day training program to that of Taylor (2000a) in 
their school of nursing (Nau et al., 2009). This intervention study differed somewhat 
from that in the UK as it was not an adaptation of a course for postgraduate qualified 
nurses and focused on recognition of aggression and de-escalation. There were no 
physical aspects to the training but practical skills of verbal and non-verbal 
communication were delivered. This method of training may increase awareness of 
aggression and coping strategies but could also potentially positively influence their 
professional demeanour through the development of core communication skills and 
assist in either preventing or defusing aggressive situations. 
In addition to studies investigating how training programs address curriculum 
gaps, different student responses to the training have also been examined. A 
longitudinal study to evaluate the effects of a three day training program in the UK 
focused on the educational impact on student nurses in their first year of training 
(Beech, 2008). The programme was similar to that delivered by Nau et al (2009) 
with no physical skills training and the primary emphasis was on theoretical, 
prevention and de-escalation skills. Interestingly, throughout the training it was 
advocated that the student take on an observable or supportive role when 
encountering aggressive situations and work in the background to either reassure 
other patients or alert other staff. However, following the training, students reported 
wanting a more prominent role in violent situations. Therefore it could be argued that 
this level of training, as in Taylor’s (2000a) study, equipped students with skills that 
encourage a willingness to enter into violent or aggressive situations and is 
potentially and inadvertently placing students at increased risk. It also suggests 
however, that the training may be building confidence and personal resources in 
  
61 
students to a point where they feel they can contribute within the clinical team to 
deal with aggressive behaviour constructively. This may be considered as steps to 
building resilience rather than just providing information on aggression and violence 
management. 
There is diversity in training programs offered in aggression and violence, 
with length varying between two, one hour sessions through to ten day courses 
identified in the UK (Beech & Leather, 2003). There is still no accepted standard 
course for both postgraduate or undergraduate nurses and no direction from 
governing bodies. It appears that violence and aggression training is based upon 
interpretation of the literature and the experience, values and skills of the educators 
and institutions driving the sessions. The lack of clear guidelines and policy for 
education and training in this area is in stark contrast to the narrative of need that has 
emerged in the literature. The literature highlights the urgent need for undergraduate 
training and preparation with global recommendations indicating aggression and 
violence training should be included in all nursing curricula (Tiaki, 2004; Wells & 
Bowers, 2002). 
The argument for the inclusion of aggression and violence education for 
undergraduate nursing students is clearly evident in the available literature, however, 
much of the research discussed identifies the importance of the opinions of the 
cohort undertaking the aggression and violence education. It is clear from the 
measurement tools used and the subsequent results that the education has a direct 
impact on individuals’ behaviour and emotional response to situations involving 
aggression and violence in the workplace. It could be argued that personal 
experiences, in all of their dimensions, are crucial in learning how to deal with the 
world, including negative experiences of aggression and violence. 
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Responses to aggressive situations are very personal and people have been 
found to cope differently in these circumstances. In the studies by Beech and Leather 
(2003) and Nau et al (2009), it is unclear whether these personal responses were 
addressed. Student attitudes towards patients and aggression, however, were 
identified by Beech and Leather (2003), by asking the students to identify risk 
factors in two diverse scenarios, aimed at attributing a level of blame to each patient 
via scoring on a visual analogue scale. The study identified that although students 
did identify one more risk factor for aggression following the education intervention, 
no statistically significant differences were found between the before and after 
measures following the intervention. 
A platform more conducive to the inclusion of personal experience was 
however used by Nau et al (2009) where group work with the students was used to 
discuss coping mechanisms. A cohort of 68 students was randomly allocated into 
four groups to receive a new three day training course of aggression and violence 
management. The three day course consisted of sessions relating to conflict 
management and de-escalation. There were a mix of teaching methodologies 
employed including lectures, group work and skills training. The lecture based 
education focused upon aggression theories whilst the skills training aimed at 
developing communication skills. The skills sessions did contain a physical 
component in the teaching of breakaway techniques, however the time allocated to 
each component is not elucidated.  
Increased self-confidence in coping with aggression and violence was 
deemed a key indicator of success of the course, therefore this was measured using 
the “Confidence in Coping with Patient Aggression Scale” (Nau et al., 2009, p. 203). 
The results identified a statistically significant increase in student nurse confidence 
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when coping with aggression and violence in the clinical setting. Self-confidence 
was not maintained at its highest levels long term, but there was evidence of self-
confidence being higher at eight weeks post intervention than baseline. However, the 
meaning of aggression and violence used in the study is not explicit although 
reference is made to a definition being used in the lecture content. This makes it 
difficult to interpret the significance of the levels of self-confidence due to the 
unknown subjectivity of the definition employed.  
The delivery methods and student engagement practices used in the two 
interventions described above are not detailed although the authors do state that the 
group sessions were held within lecture time. Qualitative data was collected to 
ascertain the students’ perception of change and although students responded 
positively, only minimal reporting of this data was presented. It is inferred through 
educational aims that personal experiences were discussed in the group work, 
however, it is unclear whether any student personal experiences were reported in the 
qualitative data or whether the intervention influenced their beliefs or affected their 
attitudes to clinical aggression. 
The literature indicates that there is a need for education in healthcare 
relating to this subject matter and more specifically aimed at nursing students. What 
is unclear at this time is how to deliver supposedly negative subject matter to 
inexperienced students. One way to examine this issue is to explore how individuals 
react to negative life events and to incorporate methods into the education to either 
prevent negative reactions or to provide protective measures for the students to deal 
with adverse situations. 
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2.6.2 Positive psychology in aggression education 
The use of positive psychology in education is a relatively new one but 
psychologists Fredrickson (2001) and Seligman (2000) have highlighted the effect 
positivity can have on individuals’ mood and outlook when faced with adversity. 
Moreover it has been suggested that if channelled correctly, positivity can not only 
develop an upward emotional spiral, but can also build resilience for future 
encounters (Fredrickson, 2009). Indeed more recently, Seligman’s positive 
psychology research and strategies have been employed in the US army to help 
soldiers deal with post-traumatic stress disorder by building resilience before and 
after combat experiences (Seligman, 2012) 
The Broaden and Build theory identified by Fredrickson (2001) suggests that 
if we stimulate positive emotions such as interest and pride, we can influence how 
people react to situations and broaden their thought-action repertoire (Fredrickson, 
2001, 2004). This theory blends the concepts of positive psychology with the 
components of PBL to attain a common goal of a resilient student. 
Positive psychology shares some core elements with nursing in that it is 
focused on the well-being of individuals and how to help people to be happier in all 
facets of their lives including work. The literature from positive psychology offers a 
very rich research-based tapestry that could be applied to this problem area in 
nursing. In particular it could be used to construct ways to enhance learning with 
nursing students and more specifically, to build resilience in nursing students to 
better prepare and support them to deal with aggression and violence. The 
application of positive psychology provides an opportunity to develop a new 
innovative pedagogy in keeping with the more person-centred approach described 
earlier. 
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2.7 Choosing a suitable pedagogic approach for aggression and violence 
education in nursing 
There have been many pedagogical methodologies used to deliver aggression 
and violence training with varying degrees of success (Beech, 2001; Nau et al., 
2009). Educators seek new and innovative methods to promote learning and the 
inclusion of movies into the traditional classroom setting to enhance learning and 
encourage student discussion is becoming more commonplace. In early attempts, 
documentary movies were used to promote interest and understanding of 
international social movements with very positive feedback from students 
(DeFronzo, 1982). Recently it has been suggested in the positive psychology 
literature that many commercial movies are of great benefit to human wellbeing and 
can be integrated into the pedagogic setting in the form of cinemeducation (Niemiec 
& Wedding, 2008).  
 
2.7.1 The role of the cinema in education  
Cinemeducation has been used in aspects of health education for many years 
and there are reports of its use in medical training since the late 1980s (Alexander, 
Lenahan & Pavlov, 2010). Cinemeducation has been used in medicine to replace 
didactic teaching methods in behavioural science and has been advocated as a means 
of recognising and reacting appropriately to people’s emotions (Robinson, 2005). 
This method of teaching provides students with a medium that they can relate to as 
well as being able to see examples of good and bad practice which in turn can 
generate classroom discussion and debate. 
Cinemeducation suggests movies can enhance what students learn in the 
classroom although not replace traditional theory delivery and used in conjunction 
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with positive psychology, can build character strengths (Niemiec & Wedding, 2008). 
It has been argued that the use of modern movie clips to foster learning encourages 
discussion and reflection, both of the movie but also of the self (Blasco, 2006). The 
use of clips in this manner is said to act as “an alarm” for the student which will raise 
awareness for when a similar incident occurs in their everyday life (Blasco, 2006).  
This form of education has been successfully used within postgraduate nurse 
education in the US (Raingruber, 2003). This study provided positive evaluations 
from the students, however, there was a small sample (n=11) and the students 
reported that the watching of entire movies was time consuming. The learning was 
also online which produced some logistical difficulties in sourcing the movies. 
Cinemeducation has also been integrated as the core of pedagogic design of a pain 
management unit for nurses (Carpenter, 2008). This unit showed the students a full 
movie of a terminally ill patient and based the learning objectives for the unit around 
specific observations of pain management and behavioural changes of the patient. 
The use of cinemeducation in this manner allowed for a shared experience of the 
students from which discussion and debate could be generated, which it is suggested 
is not as successful if movie clips alone are used (Carpenter, 2008).  
It is clear that for the teaching of emotions and behavioural responses, 
cinemeducation has a valued position in healthcare education.  
 
2.8 Thesis aims 
Following a review of the literature several gaps were identified that this 
thesis aims to address. Firstly, the literature relating to aggression and violence 
specifically targeting nursing students is limited and as a result there is no current 
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evidence to identify the levels of aggression and violence experienced by nursing 
students in the clinical environment. Therefore the first aim of this thesis is: 
 
1) To establish the prevalence of aggression and violence in the clinical 
setting experienced by nursing students enrolled in a Bachelor of Nursing 
program in Western Australia 
 
It has been recommended for over two decades that aggression and violence 
education should be included in all undergraduate nurse education. Having reviewed 
the literature it is clear that there have been some attempts made to address this 
omission. However, there is still currently no agreed or accepted undergraduate 
education programme or curriculum and new developments in education seem to be 
based upon existing post graduate programmes.  
After reviewing the debriefing and education literature it is clear that further 
research is required to design and implement an appropriate pedagogy specifically 
for nursing students, as their working logistics are somewhat unique compared to 
other university students. There is no evidence of inroads being made into innovative 
aggression and violence pedagogy design within nursing or other areas of education. 
As a result the second aim of this thesis is:  
 
2) To design an intervention to prepare students to be able to cope with 
aggression and violence whilst working in the clinical setting 
 
The debriefing and aggression literature does, however, provide a wealth of 
information relating to the lived experiences of individuals who have been exposed 
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to critical incidents and the subsequent acute stress response (Belaise, Fava & Marks, 
2005; Campfield & Hills, 2001; Irving & Long, 2001; Mangone, King, Croft & 
Church, 2005; O'Connor & Jeavons, 2003). It is this evidence that can assist in the 
identifying the potential effects of aggression upon the students. 
However, there is little information relating to the effects of aggression and 
violence specifically upon nursing students and no quantitative data describing their 
resilience to adverse events. In fact there is no evidence that nursing students have 
resilience to aggression and violence or have the ability to build resilience although 
the improvements reported in the literature might be hinting towards some degree of 
resilience building. It also appears from the literature that there is an assumption of 
negativity associated with aggressive and violent events, yet no attempts have been 
made to quantify the possibility of a growth in confidence or competence when 
dealing with difficult situations.  
Consequently, to provide some evidence to fill the gap in the literature, the 
final two aims of this thesis are to:  
 
3) Evaluate, using pre-and post-intervention open ended questions and 
resilience, attitude and positive affect scales, the efficacy of 
cinemeducation and standard education sessions, both of which are 
aimed at positively changing students’ attitudes, and building resilience, 
to aggression and violence in the clinical setting; and  
4) Test for significant differences in resilience, attitude and positivity 
between the two pedagogies at baseline, immediately and four to six 
weeks post intervention. 
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Chapter 3: Intervention methodology: design and implementation 
3.0 Introduction 
It is apparent from the literature that there is scope for pedagogic 
development to effectively educate nursing students of the likelihood of aggression 
and violence in the clinical setting and to assist in the development of strategies that 
will enable students to cope with these potentially distressing events. It is therefore 
appropriate to investigate the potential effectiveness of an education programme 
nested within undergraduate nursing curricula that addresses both the need to inform 
and to build resilience amongst students. 
This chapter focuses on the educational interventions undertaken for the 
purposes of this study and explores the process and theories underpinning their 
construction. Recommendations identified in the literature of current educational 
practices and pedagogic developments are explored to identify the need for change in 
this area of nurse education. The subsequent development of a new aggression and 
violence pedagogy is then described along with details of the two distinct teaching 
methodologies involved in the interventions. Identification of students’ needs will 
also be reviewed followed by a detailed explanation of their relevance to the 
education methodologies employed. A detailed account of the content of the 
intervention will be outlined including the theoretical underpinnings for the choice of 
teaching material. A clear account of the teaching practice and a description of the 
mode of delivery will be discussed.  
The pedagogies outlined in this chapter are then aligned to the thesis aims 
and research questions maintaining the four principle criteria of aggression 
management as identified by Beach and Leather (2006): theory, prevention, 
interaction and post-incident action. The pedagogy construction has been 
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significantly influenced by the discipline of psychology due to the behavioural and 
emotional effects of aggression and violence on the individuals involved. In 
particular the relevance of positive psychology (Fredrickson, 2001; Seligman, 2000), 
resilience and acceptance and commitment therapy (Harris, 2009), and their 
integration into the pedagogies, is discussed.  
 
3.1 Intervention development 
The concept design, development and implementation of a new pedagogy is a 
complex and multifaceted process. To aid understanding of the pedagogic journey 
the process has been broken down into specific phases in a diagrammatic 
representation of the chapter. The five phases of the intervention methodology form 
the developmental process (Figure 3.1) and each phase is discussed in detail. 
 
Pedagogic 
exploration and 
design
Student Needs
Influences on pedagogic 
design
Acceptance Commitment Therapy
Positive Psychology
ABC of Aggression and Violence Management
Selecting and 
incorporating 
aggression and 
violence pedagogy
Pedagogy in 
practice
Integrating 
cinemeducation 
pedagogy 
Phase 5
Incorporating cinemeducation 
into pedagogy
Phase 4
Exploration of didactic 
lecture presentation
Phase 2
Developing student 
centred pedagogies
Phase 1
Intervention 
development
Phase 3
Selection and implementation         
of  pedagogy
 
Figure 3.1. Intervention methodological process
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3.1.1 Phase 1: Exploring pedagogy in response to nursing students’ needs 
for violence and aggression education 
The initial phase (Figure 3.2) identifies the student as the key to the 
pedagogic design process and encompasses the students’ needs into the initial 
pedagogical design. The planning of a curriculum is essential if it is to succeed, 
however, the planning phase is significantly limited if the students’ needs are not 
primary. Therefore, the students’ needs have to be central if the curriculum and 
pedagogic design is to flourish. 
 
 
Figure 3.2. Phase 1: Intervention development component of pedagogic design 
 
As discussed in the Literature Review chapter, nursing students are at 
significant risk of exposure to aggression and violence in the clinical setting and may 
be at risk of experiencing stress as a result. Therefore, the students’ needs have to be 
considered a priority in order to produce a pedagogy that is appropriate for them and 
which is going to prepare them for exposure to aggression and violence whilst also 
developing the ability to become resilient to such events. 
Pedagogic 
exploration and 
design
Student Needs
Phase 1
Intervention 
development
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The term pedagogy refers to the art and science of education but has been 
widely accepted as a reference to teaching where teaching consists of the activities 
that transfer knowledge and skills (Conner, 2004) . There are many pedagogic 
theories and frameworks used throughout education and curriculum development. 
However, this current study is focused upon the development of appropriate 
education sessions within an existing nursing curriculum that has been approved by 
the Australia Nursing and Midwifery Council (ANMAC) (Australian Nursing and 
Midwifery Accreditation Council, 2012). In this context the broader accepted 
reference to pedagogy being teaching is used in the design and construction of 
teaching sessions for this study. 
 
3.1.2 Pedagogy in nursing 
Nurse education like other practice based professions requires a multi-faceted 
approach to teaching, as nurse educators have to develop both theoretical knowledge 
and practical/clinical skills in their students. This amalgamation of teaching 
methodologies is promoted by Cave, (2005) who not only believes that nurse 
educators need to guide the learner in applying theory to practice but also that they 
have a responsibility to draw theoretical implications from practical experiences. In 
doing this Cave believes that nurse educators can produce “knowledgeable doers” 
who have the ability to combine and interlace the complexities of theory and 
practice. 
The ability to guide the learner, as suggested by Cave (2005), can be 
facilitated in the design element of the session through planning how learning is to 
take place, as opposed to merely providing new knowledge (Smith, 1996, 2000). 
Student learning, although complex, can be divided into three categories: must know, 
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should know and nice to know (Levander & Mikkola, 2009). The ‘must know’ 
information can be covered in the classroom through discussion and didactic 
teaching. Students may be encouraged to acquire the ‘should know’ material through 
independent study, which can be facilitated through handouts, reading lists, or via an 
online learning medium. Adopting the categories identified by Levander and 
Mikkola (2009) will allow students the opportunity to engage in autonomous 
learning within their own time, thus leaving more class time for group discussion 
and interaction. Students could also be directed towards less essential but relevant 
information through further reading and activities for the ‘nice to know’ content. 
The three stage approach to learning is a useful tool for the facilitation of 
learning and development of new knowledge. However, it is essential that the 
learning framework that is adopted is clearly outlined within the core curriculum 
thus providing a holistic approach to the education experience (Fowler, Lazo, Turner 
& Hohenstein, 2015). To provide a rounded experience for all involved in the 
session, flexibility of the teacher is paramount if deeper learning is to be achieved 
(Struyven, Dochy & Janssens, 2003). Different teaching approaches may be adopted 
by teachers dependent upon the context in which the teaching is taking place. For 
example a didactic approach may be adopted for a session delivered to 100 students, 
whereas a very different approach such as Problem Based Learning (PBL) could be 
made when there are only 20 students in a classroom. Approaches such as PBL are 
used extensively within nursing as they incorporate reflection, therefore allowing 
nurses to bring opinions and experiences from their clinical setting into the 
classroom to influence and inform others (Savin-Baden, 2000). 
Whatever the adopted paradigm, it should conform to the needs of the 
students and teacher as well as adapt to the constraints of the environmental 
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restrictions relating to the education setting. This study will compare a traditional 
teaching method, in the form of a traditional didactic delivery and supporting tutorial 
sessions, with an innovative pedagogy, cinemeducation. Investigation and 
comparison of the effects of these interventions on building resilience and 
developing knowledge as a means to provide nursing students the mechanisms to 
cope with violence and aggression in the workplace will then be undertaken 
 
3.1.3 Teaching design 
The process of conducting a teaching session is only a small component of 
the holistic teaching/learning practice, which also includes planning, design and 
curriculum integration to meet accreditation standards of the overall nursing 
program. The planning and design of the teaching session requires great thought if a 
comprehensive session is to be delivered. The adoption of a model at the planning 
phase can ensure that all components of a session or course can feed into each other. 
The concept of complementing components within teaching sessions in a specific 
order was suggested by Biggs (1996) who proposed that all components of a 
teaching session should be aligned in a model of teaching known as constructive 
alignment. Linking the constructs of teaching is a valuable process and can enhance 
not only the delivered material but also the assessment and evaluation processes 
involved (Brown, 2004).  
A suitable model of education for use in the construction of this intervention 
is proposed by Brown (2004), which is also influenced by Biggs’ (1996) constructive 
alignment model (Figure 3.3). Brown’s model interlinks the teaching elements of 
aims, intended learning outcomes, methods of learning and teaching, assessment 
tasks, criteria, marking and feedback. Biggs’s model is similar to that of Daines, 
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Daines & Graham (2006) as it also aligns the educational processes to the 
curriculum, which is suited to the current study’s intervention. However, the current 
study’s intervention does not have an assessment component, therefore the model 
suggested by Brown (2004) (Figure 3.3) has been adapted for use in the study 
session design to meet the needs of the students (Figure 3.4) and the post 
intervention questionnaire can, in this instance, be considered feedback and therefore 
fulfil this role.  
 
Aims
Intended Learning 
Outcomes
Methods of Learning
Assessment of 
Methods and Tasks
Criteria
Feedback Marking
 
Figure 3.3. Curriculum Alignment (Brown, 2004, p. 13) 
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The modification of Brown’s model (Figure 3.4) for use with this study also 
shifts the focus of the student from being part of the process to being integral to it. 
Ensuring the students’ needs are considered throughout the process allows not only 
for a student centred approach, but also allows for the students’ opinions to be fed 
into future pedagogic design through a cyclical evaluation/construction process. 
 
Aims
Intended 
Learning 
Outcomes
Methods of 
Learning
Assessment of 
Methods and 
Tasks
Criteria
Feedback Marking
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Figure 3.4. Adaptation of Brown (2004) Model for aggression management session 
design  
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The concept of curriculum alignment is desirable whether devising either 
entire courses or individual units that are a part of a larger curriculum. Therefore it is 
equally important to align the subject matter of aggression and violence into the unit 
in which it is taught, which is in turn part of the larger curriculum. A curriculum 
integration programme (Figure 3.5) has been devised to demonstrate the design and 
integration of the new study pedagogy into an appropriate existing unit within the 
Nursing degree, which for this study was a second year unit, Contemporary Nursing 
Management of Mental Illness.  
  
 
7
8
 
Baseline survey
Post Intervention 
Survey
Post Clinical 
Practicum
1st semester 2nd Year Nursing Unit 
Contemporary Nursing Management of Mental Illness
Cohort divided into two groups and consenting students enrolled into study
Innovative Pedagogy
50% of cohort to receive 
Cinemeducation and resilience 
exercises Week 5
3-week Clinical practicum in mental 
health, medical, surgical and aged 
care facilities upon successful 
completion of unit
Standard Pedagogy
50% of cohort to receive 
standard education  Week 5
Integration of
 aggression and violence
 theory into NUR206 
weekly curriculum.
Achieved through 
specifically targeted 
education sessions
 by the researcher
 and provision of
 follow up and
 applied materials
Reinforcing sessions linked to 
good education practices of  
resilience exercises and 
cinemeducation
Weeks 7, 10 & 13
Reinforcing sessions  linked to 
good education practices or 
theoretical components and 
supporting literature
Weeks 7, 10 & 13
 
Figure 3.5. Curriculum integration method 
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It appears from the literature explored that it is advantageous to adopt a 
model to assist with planning the mode of delivery of the education sessions, 
however, it is equally important to plan the structure and content of the material 
within the session. If the session content does not flow, there is risk of poor 
knowledge uptake and disinterest from the students (Daines et al., 2006).  
 
3.1.4 Planning the content and delivery of the pedagogy 
There is a myriad of delivery styles such as lectures, group work, 
independent study and laboratory work. The choice of delivery method is 
compounded by the numerous variables associated with pedagogic design including 
subject, available resources and educator preferences. It is therefore imperative that 
the delivery of the content be carefully considered. Four key areas, orientation, 
frames, foci and links, have been identified as important to consider when planning a 
lecture or presentation, (Daines et al., 2006). 
Orientation, or opening, to a session is one of the most important aspects of a 
lecture (Daines et al,. 2006; Quinn 2000) and is characterised as a lead into the 
session that aims to motivate the students and attempt to engage their willingness to 
learn. Frames refer to the structure of subtopics within the session and give the 
student clear indications of when a new topic is starting and ending. This can be 
easily achieved through signposting of slides or a verbal statement from the teacher. 
The foci links any subtopics that arise with the overarching theme which the 
educator patchworks through the session. It is recommended that teaching sessions 
should be finalised with a summary of the main key points and should conclude by 
addressing the initial outcomes stated in the orientation (Daines et al., 2006). Such a 
planning methodology is identified as appropriate for lectures and presentations, 
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therefore as both the cinemeducation and traditional interventions are based on 
didactic presentation style, this methodology was adopted. Once the desired 
pedagogic design and construction models were selected the next stage in the 
intervention construction was to gain an understanding of aggression management 
education. 
 
3.2 Phase 2: Developing student centred pedagogies  
Having identified the importance of understanding and incorporating the 
potential affects aggression and violence have on individuals, the next phase of the 
intervention development focuses on how these important personal experiences can 
be used to enhance the education experience for the student by considering what 
good pedagogic practices are currently being used. The underpinning components of 
positive psychology, resilience and Acceptance and Commitment Therapy are 
explored as the foundations of a theoretical framework for this study (Figure 3.6). 
The use of multiple influences for a framework will allow for a project that is more 
inclusive and engaging of people compared to one restricted by a singular 
framework. An existing aggression and violence management strategy will also be 
explored for use as a teaching method in the current study.
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Figure 3.6. Phase 2: Intervention development of the pedagogic design.  
 
3.2.1 Effective pedagogies in nursing education 
In establishing a suitable pedagogy it is important to remain focused on the 
intended audience to deliver an appropriately targeted session. In order to 
accomplish this, it is not only imperative that students’ needs are met with reference 
to the learning outcomes of the delivered sessions but that they can apply the 
knowledge and build resilience for use within their field of practice. An 
understanding, by the educator, of the importance of factoring in potential adverse 
consequences associated with delivering a psychologically challenging and emotive 
subject such as aggression and violence education, is also required. The subject of 
aggression and violence may elicit negative responses from the students and it is 
therefore essential that the potential for such responses is understood and addressed 
in the intervention design. 
The planning, understanding and construction of a teaching session that not 
only acknowledges these influences but also embraces them at the core of the 
pedagogy is a complex multifaceted process that requires careful thought during 
conception and at all points along the implementation continuum (Bligh, 1995). 
Pedagogic 
exploration and 
design
Student Needs
Influences on pedagogic 
design
Acceptance Commitment Therapy
Positive Psychology
ABC of Aggression and Violence Management
Phase 2
Developing student 
centred pedagogies
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Maintaining student centred learning is paramount to successful knowledge 
development and lifelong leaning (Brown, 2004), therefore understanding how 
students respond to events is vital to their learning, comprehension, and retention of 
aggression and violence education. Furthermore, positive development of the 
students’ own experience of, and personal responses to, adverse stimuli may not only 
aid in developing coping mechanisms but also prove useful in other aspects of their 
personal and professional lives through future application. 
 
3.3 Phase 3: Devising a pedagogy for violence and aggression education of 
nursing students 
Having explored the behavioural effects aggression and violence has upon 
people and specifically nursing students, it is essential that the core components 
identified in positive psychology, Acceptance and Commitment Therapy and 
resilience (Fredrickson, 2009; Harris, 2009; Peterson & Seligman, 2004), be 
explored and extracted for use within the nurse education forum. This next section 
explores the concept of positivity, as a pedagogic foundation for developing 
resilience in nursing students and its integration into a nursing curriculum (Figure 
3.7).
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Figure 3.7. Phase 3: Intervention development of the pedagogic design. 
 
3.3.1 Positive psychology as a foundation for aggression education 
Aggression inherently evokes a negative reaction from people and as nurses 
are at increased risk this can lead to low mood and poor performance in both their 
personal and professional lives (Deans, 2004). Aggression and violence in the 
clinical environment can result not only in physical injury (Crilly, Chaboyer & 
Creedy, 2004; Jackson et al., 2002), but also in psychological harm to the nurse 
(Bonner & McLaughlin, 2007; Erkol et al., 2007; Paterson, 1999). Low mood and 
negative thoughts can lead to emotional and psychological conflict and cause 
individuals to fall into a downward spiral, which if unprepared for can be difficult to 
emerge from (Fredrickson, 2009). 
In order to prepare people for the possibility of downward spirals and prevent 
them from occurring, it is essential that negative aspects of people’s lives are 
acknowledged, and that they also are provided with the tools to build positive 
qualities (Seligman, 2000). Indeed, the research indicates that positive emotions such 
as hope, optimism, humour and love can foster psychological and physical well-
Pedagogic 
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design
Student Needs
Influences on pedagogic 
design
Acceptance Commitment Therapy
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being (Tugade, 2004). Focusing on well-being and promotion of positive virtues can 
be beneficial in the education setting particularly as it is suggested that students with 
a positive mood demonstrate broader thinking, higher levels of creativity and 
improved problem solving skills (Tugade, 2004).  
In understanding the process of achieving a positive outlook and prevention 
of downward spirals it is necessary to identify what intrinsic attributes lead to 
negativity and if refocused can produce positivity. Peterson and Seligman (2004) 
identified which attributes need attention to promote psychological well-being in 
their pivotal work. They identified six core virtues under which 24 character 
strengths are described (Table 3.1). The strengths and virtues can be targeted in most 
individuals to promote psychological well-being and there is empirical evidence to 
support the categorisation of the virtues and strengths (Peterson & Seligman, 2004; 
Seligman, 2005). The data demonstrates that there is commonality of the selected 
strengths across 40 different countries and correlation across countries is very strong 
(>.80), regardless of race, ethnicity and cultural differences (Seligman, 2005). 
Therefore, it is essential that if the well-being of the nursing students is to be central 
to the pedagogic design, the character strengths and virtues have to be addressed at 
the core of the intervention.
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Table 3.1. 
Virtues and Character Strengths  
(Peterson & Seligman, 2004) 
 
Virtues Character Strengths 
Wisdom and Knowledge 
 
 
 
1. Creativity (originality, ingenuity) 
2. Curiosity (interest, novelty-seeking, openness to 
experience) 
3. Open-mindedness (judgment, critical thinking) 
4. Love of learning 
5. Perspective (wisdom) 
Courage 
 
 
 
1. Bravery (valor) 
2. Persistence (perseverance, industriousness) 
3. Integrity (authenticity, honesty) 
4. Vitality (zest, enthusiasm, vigor, energy) 
Humanity 
 
1. Love 
2. Kindness (generosity, nurturance, care, 
compassion, altruistic love, “niceness”) 
3. Social intelligence (emotional intelligence, 
personal intelligence) 
Justice 
 
1. Citizenship (social responsibility, loyalty, 
teamwork) 
2. Fairness 
3. Leadership 
Temperance 
 
 
 
1. Forgiveness and mercy 
2. Humility/modesty 
3. Prudence 
4. Self-regulation (self-control) 
Transcendence 
 
 
1. Appreciation of beauty and excellence (awe, 
wonder, elevation) 
2. Gratitude 
3. Hope (optimism, future-mindedness, future 
orientation) 
4. Humor (playfulness) 
5. Spirituality (religiousness, faith, purpose) 
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Psychologists Seligman (2000) and Fredrickson (2001) have highlighted the 
effect positivity can have on an individual’s mood and outlook when faced with 
adversity. More recently, Fredrickson (2009) commented that if channelled correctly 
positivity can not only develop an upward emotional spiral, but can also build 
resilience to aid in coping with future adverse events. The amalgamation of 
positivity and resilience is depicted in Figure 3.8, which outlines how positivity can 
develop resilience from adversity and also highlights the benefits of targeting 
resilience development in individuals. This could also provide the basis for 
innovation in education design of the intervention in this instance. 
 
 
RESILIENCE 
ADVERSITY 
 
Figure 3.8. Positivity resilience spiral 
 
Fredrickson (2001) suggested that if we stimulate positive emotions such as 
interest and pride, we can influence how people react to situations and broaden their 
thought-action repertoire (Fredrickson, 2001, 2004; Rural Doctors Association of 
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Australia, 2012). This theory is conceptualised as the Broaden and Build theory and 
proposes the concept that the presence of positive emotions can build resilience in 
people. Furthermore, Fredrickson (2001) believes that positivity can increase flexible 
learning and therefore further develop coping methods. 
Positive psychology provides the opportunity to draw on the character 
strengths and virtues (Table 3.1) and focus these elements within the students’ 
learning needs. This then allows the opportunity to encourage inclusion of the 
students’ personal experiences within a positive psychology influenced pedagogy 
and direct the learning experience into the upward spiral of positivity as represented 
in Figure 3.8. The application of positive psychology provides an opportunity to 
develop a new innovative pedagogy for use in this current study, and marks a 
significant change of direction for aggression training from a focus on practical skills 
and physical engagement to one of optimism and personal preparedness. The 
development of this intervention will now be discussed. 
 
3.3.2 Implementing positive psychology in the intervention design 
The education sessions that comprise this current study’s intervention were 
conceptualised using an adaption of a toolkit aimed at decreasing negativity and 
increasing positivity (Fredrickson, 2009). The original 12 stage toolkit has been 
adapted to ten stages as two of the strategies: Find Nearby Nature and Meditate on 
Loving-Kindness, were not pertinent to the intervention pedagogy (Table 3.2) and 
impractical to implement. The ten remaining elements of the toolkit were used to 
influence the pedagogic design and formulate a pedagogical strategy. This ensured 
that the concept of positivity is inherent throughout the pedagogy and provided a 
positive focus for the lesson plan’s development (Appendix A and B).  
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The toolkit provides guidance towards positivity and allows the focus to be 
on the students’ needs as well as the learning outcomes. Furthermore, the adaptation 
and inclusion of the toolkit affords the opportunity to address negativity such as that 
associated with aggression and violence, whilst shifting the paradigm to positive 
outcomes in adverse situations. The toolkit also transcends the dual teaching 
methods being compared by linking the positivity goals to the underpinning 
pedagogic strategy. This process aids in reducing researcher bias towards one of the 
delivery methods and ensures both education groups receive positively focused 
education. 
The intervention consisted of a group receiving a traditional style education 
session, and another receiving an innovative cinemeducation session. Both 
approaches were underpinned by the positive psychology ethos described above. In 
the cinemeducation session the movies being used aimed to facilitate discussion and 
guide the students on a learning journey from the negative hostility of aggression to 
a positive outcome with emphasis on their own and patients’ well-being and the 
construction of coping abilities. This is in contrast to the traditional education 
session where the educator/researcher is a facilitator of discussion and directs the 
session whilst maintaining the ethos of positive psychology. The core differences 
between the two education sessions are summarised in Table 3.3. 
The incorporation of positive psychology as the grounding for both groups 
may in fact result in changes in both groups. The education sessions were both 
constructed using the positive psychology strengths and virtues whilst maintaining 
the principles of the four levels of the ecological framework; biological, personal, 
community and societal factors (WHO, 2002). The key elements of the theories 
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discussed above were inherent throughout the construction of the education sessions 
and culminated in the overall framework of the current study.     
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Table 3.2. 
10 Stage Positivity Tool-kit 
Tools Tool Goal Pedagogical Strategy 
1. Be Open To be non-judgemental and have no expectations. To raise awareness in the student of causes and reasons 
of aggression in the clinical environment. 
2. Create High-Quality 
Connections 
To connect with others gaining mutual 
appreciation and encourage the pursuit of joint 
ventures. To support and trust each other. 
To facilitate group discussion/tasks to develop a problem 
solving approach to being faced with an aggressive 
situation. 
3. Cultivate Kindness To be creative and thoughtful in the act of 
performing a new act of kindness. 
To gain an understanding of the causes of aggressive 
behaviour and facilitate discussion to foster a positive 
caring outcome from the student. 
4. Develop Distractions To distract yourself from negativity through a 
healthy distraction. 
To facilitate discussion/activity to enable the student to 
identify positive tasks they can undertake in an 
aggressive situation without compromising their safety. 
5. Dispute Negative Thinking To be as quick to identify positive thoughts as you 
are with negative thoughts. 
To aid the students in identifying positive thoughts and 
processes to use in aggressive incidents. 
6. Learn and Apply Your 
Strengths 
To identify your strengths and channel your 
energy to make better daily use of them. 
To identify individual strengths and how they can be 
applied to aggressive incidents. 
7. Meditate Mindfully To increase mindful awareness through meditation 
to increase conscious awareness. 
To encourage reflection of personal and session 
generated experiences to increase awareness of potential 
incidents. 
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8. Ritualize Gratitude To make note of what good things occur daily and 
why they precede gratitude. This will enable 
gratitude to be incorporated into daily life  
To facilitate reflection of what beneficial experiences 
can arise from an aggressive incident. Provide 
opportunity to log events for reflection in short sessions. 
9. Savour Positivity To identify a genuine positive emotion and be 
willing to think differently about it. This will 
enable individuals to identify good events before 
they occur and savour the positivity of them. 
To encourage students to think differently about 
aggressive incidents and how they can predict incidents 
through observation of precursors, therefore reacting in a 
positive way in advance of the incident. 
10. Visualize Your Future Visualize where you are now and imagine 
everything you have aimed for in life has been 
achieved and you want for nothing. Write a daily 
diary in this mind set. This will facilitate the 
creation of a positive ten year plan through 
reflection of the diary. 
To facilitate the students in a planning exercise. 
Encourage documentation in the first session of how 
they believe they would react to an aggressive scenario. 
Repeat in the last session. This will provide evidence of 
learning and demonstrate to the student they have 
positively developed their thinking towards aggression. 
 
(Fredrickson, 2009, pp. 199-213)
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Table 3.3.  
Summary of core differences in pedagogic approach 
Traditional approach to training Innovative approach to training 
Didactic lecture style Cinemeducation based session 
No media Movie clips  used 
Plain text slides Movie clips integrated into didactic 
lecture style slides 
Evidenced in positive psychology theory Specific positive psychology movie clips 
included 
Follow up sessions reinforced didactic 
lecture material 
Follow up sessions included specific 
resilience building exercises 
 
The idea of changing behaviour from negative to positive within an emotive 
subject such as aggression and violence is desirable. In addition it would be 
beneficial if pedagogy guided the students towards coping with negative situations 
by helping them to manage their own behaviour and emotions and cope better with 
these unpleasant experiences. Positive psychology provides the underpinnings for 
the pedagogical design to be intrinsically positive, however, it may be difficult to 
provide the students with the ability to positively change their own behaviour based 
upon theoretical strategies or other people’s experiences of change. A practiced 
strategy that will enable this is Acceptance and Commitment Therapy, which aims at 
shifting the dynamic of the pedagogic theory to student focused self-management of 
coping with aggression.  
 
3.3.3 The use of Acceptance and Commitment Therapy in aggression 
and violence pedagogic design 
The education sessions being delivered within this study are focused within 
one unit in one university semester and so establishing long term resilience in 
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students is unlikely. Therefore a means of instituting a long term method of 
positively managing adverse events has to be sourced. Acceptance and commitment 
Therapy (ACT) provides students with the opportunity to positively manage their 
behaviour without restriction when faced with negativity. The concept of ACT is not 
to try to hide or fear the negative aspects of life that we all encounter, but to accept 
that negativity invariably occurs in life and to formulate an action to reduce the pain 
associated with these thoughts and feelings (Harris, 2009). This model integrates 
well with the notion of positive psychology but goes further by refocusing the 
positivity inwardly by enhancing people’s mindfulness. 
Mindfulness is known to enhance well-being and is deeply influenced by 
Buddhism and other spiritual traditions (Brown, 2003). It is important, however, not 
to confuse mindfulness with concentration as concentration can be more restrictive 
whereas mindfulness is relaxed and supportive (Sarma, 2008). Mindfulness is 
commonly defined as paying attention to the present and the surrounding 
environment. For example Chaskalson (2011, p. xiii)  defined mindfulness as:  
“….a way of paying attention, in the present moment, to yourself, others and 
the world around you.”  
However, the concept of mindfulness within ACT is more fluid to the individual’s 
need to formulate an action based upon their encounters, thoughts and feelings and is 
defined by Harris (2009, p. 8) as: 
“Mindfulness means paying attention with flexibility, openness, and 
curiosity.”  
 
The ability to be mindful is critical if ACT is to be successful in positively 
affecting behaviour and is based upon six core therapeutic processes. These are: 
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contacting the present moment, defusion, acceptance, self-as-context, values and 
committed action and are summarised in Table 3.4 (Harris, 2009). These six core 
processes have been conceptualised into three functional units that are more suited to 
the educational intervention as a quick reference and easy to understand guide. This 
is represented in the ACT Triflex (Figure 3.9), which encompasses the flexibility of 
mindfulness with the core processes (Harris, 2009). 
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Table 3.4. 
Summary of ACT therapeutic processes  
Core Therapeutic Processes Summary 
Contacting the Present Moment –  
Be Here Now. 
Bringing our awareness to the world 
around us or the psychological world 
within us or both. 
Paying attention to the here and now. 
Defusion – watch Your Thinking. To detach from our thoughts and feelings 
To hold our thoughts lightly and to let 
them come and go. 
Acceptance – Open Up. To make room for painful feelings 
Not to get overwhelmed by these 
feelings and to let them be. 
Self as Context – Pure Awareness. To observe one’s self , not to generate 
thoughts and feelings but to observe the 
self-thinking. 
Values – Know What Matters. Know what you want and what you stand 
for. To choose life’s direction. 
Committed Action – Do What It Takes. To act upon situations guided by our 
values even if unpleasant feelings are 
generated. 
 
Adapted from Harris (2009, pp. 9-11) 
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Figure 3.9. ACT Triflex adapted from Harris (2009, p. 13) 
 
While the concept of ACT is linked to therapy, it has components that can be 
likened to positivity and therefore adapted for use in education. Indeed the six core 
processes can be reflected in the core virtues and strengths of positive psychology. 
The process of ACT in therapy is not dissimilar to this current study’s desired 
research outcome of building resilience. Although the nursing students are not in 
therapy, the process of building resilience can be a therapeutic process and certainly 
a helpful one when dealing with unpleasant and unwanted emotional responses and 
stressful feelings at work such as anxiety, fear, uncertainty and poor decision 
making. 
The core processes identified within the triflex can be used interchangeably 
with many of the terms identified in positive psychology, but can also share and 
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enhance the character strengths and virtues associated with positive psychology. In 
order to fuse the pedagogy with both positive psychology and the principles of ACT, 
the intervention presentation slides have been aligned through the mapping to the 
positive psychology character strengths and virtues (Table 3.5), and the “ABC of 
aggression management” strategy employed (Bendigo Health, 2009) has been 
aligned to the ACT core process (Table 3.6).The integration of positive psychology 
and ACT allows for a student centred programme that is anticipated to promote 
initial and sustained resilience development. 
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Table 3.5. 
Integration of character strengths and virtues into the educational content 
Virtues Character Strengths Covered in Educational Content 
Wisdom and 
knowledge 
1. Creativity (originality, ingenuity) 
2. Curiosity (interest, novelty-seeking, openness to 
experience) 
3. Open-mindedness (judgement, critical thinking 
4. Love of learning 
5. Perspective (wisdom) 
1. Slides 4, 28, 29 
2. Slides 5, 6, 7, 8, 9, 10, 11, 12, 13,14, 15, 16, 17, 19, 
20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30, 31 
3.  Slides 4, 9, 10, 11, 12, 13, 14, 15, 16, 17, 19, 20, 
21, 22, 23, 24, 25, 26, 27, 28, 29, 30, 31 
4. Slides 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16, 17, 
19, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30, 31 
5. 4, 14, 15, 16, 17, 19, 21, 22, 23, 24, 25, 26, 27, 28, 
29, 30, 31 
Courage 1. Bravery 
2. Persistence (perseverance, industriousness) 
3. Integrity (authenticity, honesty) 
4. Vitality (zest, enthusiasm, vigor, energy) 
1. Slides 4, 14, 15, 16, 25, 26 
2. Slides 4, 14, 15, 16 
3. Slides 4, 14, 15, 16, 19, 23, 25, 26, 28, 29 
4. Slides 4, 14, 15, 16, 19, 23, 25, 26, 28, 29 
Humanity 1. Love 
2. Kindness (generosity, nurturance care, compassion, 
altruistic love, “niceness”) 
3. Social intelligence (emotional intelligence, personal 
intelligence) 
1. Slides 4, 16 
2. Slides 4, 10, 16, 23, 25, 26, 28, 29 
3. Slides 4, 10, 12, 13, 14, 15, 16, 17, 19, 20, 21, 23, 
25, 26, 28, 29 
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Justice 1. Citizenship (social responsibility, loyalty, teamwork) 
2. Fairness 
3. Leadership 
1. Slides 4, 14, 15, 16, 19, 23, 25, 26, 28, 29 
2. Slides 4, 10, 12, 13, 14, 15, 16, 19, 21, 23, 25, 26, 
28, 29 
3. Slides 4, 10, 12, 13, 14, 15, 16, 19, 23, 25, 26, 28, 
29 
Temperance 1. Forgiveness and mercy 
2. Humility/modesty 
3. Prudence 
4. Self-regulation (self-control) 
1. Slides 15, 16, 23, 25, 26, 28, 29 
2. Slides 19, 23, 25, 26, 28, 29 
3. Slides 14, 15, 16, 17, 19, 23, 25, 26, 28, 29 
4. Slides 12, 13, 14, 15, 16, 17, 19, 23, 25, 26, 28, 29 
Transcendence 1. Appreciation of beauty and excellence (awe, wonder, 
elation) 
2. Gratitude 
3. Hope (optimism, future-mindedness, future 
orientation) 
4. Humor (playfulness) 
5. Spirituality (religiousness, faith, purpose) 
1. Slides 4, 19, 21, 23, 25, 26, 28, 29 
2. Slides 18, 19, 20, 23, 25, 26, 28, 29 
3. Slides 15, 18, 19, 20, 21, 23, 25, 26, 28, 29 
4. Slides 18, 19, 23, 25, 26, 28, 29 
5. Slides 16, 19, 26, 28, 29 
Adapted from Peterson and Seligman (2004, pp. 29-31) 
 
  
100 
 
Table 3.6. 
Mapping of the ACT Core Therapeutic Process and ABC Aggression Management 
Strategy to the education intervention 
Virtues Character Strengths Covered in Educational 
Content 
Wisdom and 
knowledge 
1. Creativity (originality, ingenuity) 
2. Curiosity (interest, novelty-seeking, 
openness to experience) 
3. Open-mindedness (judgement, critical 
thinking 
4. Love of learning 
5. Perspective (Wisdom) 
1. Slides 4, 28, 29 
2. Slides 5, 6, 7, 8, 9, 10, 
11, 12, 13,14, 15, 16, 
17, 19, 20, 21, 22, 23, 
24, 25, 26, 27, 28, 29, 
30, 31 
3. Slides 4, 9, 10, 11, 12, 
13, 14, 15, 16, 17, 19, 
20, 21, 22, 23, 24, 25, 
26, 27, 28, 29, 30, 31 
4. Slides 4, 5, 6, 7, 8, 9, 10, 
11, 12, 13, 14, 15, 16, 
17, 19, 20, 21, 22, 23, 
24, 25, 26, 27, 28, 29, 
30, 31 
5. Slides 4, 14, 15, 16, 17, 
19, 21, 22, 23, 24, 25, 
26, 27, 28, 29, 30, 31 
Courage 1. Bravery 
2. Persistence (perseverance, 
industriousness) 
3. Integrity (authenticity, honesty) 
4. Vitality (zest, enthusiasm, vigor, energy) 
1. Slides 4, 14, 15, 16, 25, 
26 
2. Slides 4, 14, 15, 16 
3. Slides 4, 14, 15, 16, 19, 
23, 25, 26, 28, 29 
4. Slides4, 14, 15, 16, 19, 
23, 25, 26, 28, 29 
Humanity 1. Love 
2. Kindness (generosity, nurturance care, 
compassion, altruistic love “niceness”) 
3. Social intelligence (emotional 
intelligence, personal intelligence) 
1. Slides 4, 16 
2. Slides 4, 10, 16, 23, 25, 
26, 28, 29 
3. Slides 4, 10, 12, 13, 14, 
15, 16, 17, 19, 20, 21, 
23, 25, 26, 28, 29 
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Justice 4. Citizenship (social responsibility, 
loyalty, teamwork) 
5. Fairness 
6. Leadership 
4. Slides 4, 14, 15, 16, 19, 
23, 25, 26, 28, 29 
5. Slides 4, 10, 12, 13, 14, 
15, 16, 19, 21, 23, 25, 
26, 28, 29 
6. Slides 4, 10, 12, 13, 14, 
15, 16, 19, 23, 25, 26, 
28, 29 
Temperance 1. Forgiveness and mercy 
2. Humility/Modesty 
3. Prudence 
4. Self-regulation (self-control) 
1. Slides 15, 16, 23, 25, 26, 
28, 29 
2. Slides 19, 23, 25, 26, 28, 
29 
3. Slides 14, 15, 16, 17, 19, 
23, 25, 26, 28, 29 
4. Slides 12, 13, 14, 15, 16, 
17, 19, 23, 25, 26, 28, 
29 
Transcendence 1. Appreciation of beauty and excellence 
(awe, wonder, elation) 
2. Gratitude 
3. Hope (optimism, future-mindedness, 
future orientation) 
4. Humor (playfulness) 
5. Spirituality (religiousness, faith, 
purpose) 
1. Slides 4, 19, 21, 23, 25, 
26, 28, 29 
2. Slides 18, 19, 20, 23, 25, 
26, 28, 29 
3. Slides 15, 18, 19, 20, 21, 
23, 25, 26, 28, 29 
4. Slides 18, 19, 23, 25, 26, 
28, 29 
5. Slides 16, 19, 26, 28, 29 
 
Adapted from Harris (2009, pp. 9-11) and Bendigo Health (2009) 
 
3.3.4 The role of behavioural response in pedagogic design 
Exploration of currently accepted pedagogic practices has identified the 
potential affects aggression and violence has on individuals and it is evident that the 
students’ and their needs should be the core component of the pedagogic 
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methodology. It is clear that the complexities of not only developing knowledge in 
the students but also their responses to adverse events needs to be explored in order 
to provide an appropriate and comprehensive aggression and violence intervention. 
Phase 1 in the development of the new pedagogy required us to explore the needs of 
the nursing student and current education practices and provided a basis for Phase 2 
which involved developing a pedagogy that is student focused. Taking the 
information provided in these primary phases of development, it is important to 
understand the potential student responses to adverse events and the reasons behind 
these in order to construct an intervention that has the potential to protect the nursing 
students. 
An area of exploration that can provide some insight into these responses is 
in the critical event debriefing arena. The literature on debriefing following incidents 
involving violence and aggression in the clinical setting has been discussed in 
Chapter 2, and included responses to critical incidents. Analysis of these responses 
can provide evidence of how people cope with adverse events and can therefore be 
influential in identifying methods of developing personal responses through 
education. To further inform pedagogic design the debriefing literature is now 
explored for methods that will allow students to personally engage with the subject 
of violence and aggression in the clinical setting. 
The most important aspect to consider when addressing the issue of 
aggression and violence in the clinical area is the students’ and patients’ safety. The 
principle of increasing safety in healthcare is derived from the critical incident 
technique that was first used in the Second World War to understand flight crew 
behaviours and increase the safety of flight personnel through qualitative questioning 
(Kemppainen, 2000). The critical incident technique is being used increasingly in 
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nursing to understand nurses’ interactions with colleagues and patients as well as to 
ascertain the quality of nursing care provided (Schluter, Seaton & Chaboyer, 2008). 
Such a technique can be viewed as a structured model of reflection to not only 
improve care in health but also safety. The researcher was unable to find any 
literature relating to the use of the critical incident technique being used for analysis 
of behaviour in aggressive and violent incidents in the healthcare setting, however, 
the debriefing literature offers a structure to analyse and reflect upon aggression in 
healthcare. 
Debriefing emerged from within the psychology field and consists of planned 
activities with the individuals affected by a potentially traumatic event. It usually 
involves structured discussion of the facts, thoughts and reactions of the incident 
taking place (Dyregrov, 1997). However since debriefing has become more 
widespread and accepted into many other professions a more relaxed approach based 
on conversation and sharing is often employed (Hanna & Romana, 2007). The 
debriefing concepts identified by Dyregrov (1997) and Hanna & Romana (2007) are 
based upon the dissemination of personal experiences and development of future 
practice through intrinsic and extrinsic development of the individual and colleagues. 
Therefore this approach would be suited to the classroom setting of aggression and 
violence education as the teaching methods to be employed are aimed at encouraging 
and developing discussion to develop resilience.  
As in debriefing situations, it is important to understand how and why people 
react to situations through retrospective viewing of both adverse events and positive 
experiences. It is through exploration of individuals’ behavioural responses that a 
greater understanding of people’s reactions to situations can be made, and a 
proactive preventative pedagogy be developed and implemented. 
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3.3.5 Human response to adverse events 
During the development of strategies and management of adverse events it is 
essential that the focus of the most important element, the person, is not lost. People 
are individuals and respond to all situations differently. It is important not to lose the 
individual’s experiences in the science of education, but to capture and use them as 
tools for development. Therefore, understanding and embracing the range of human 
responses people have to adverse events was crucial to the effective development of 
the intervention in the current study.  
Clarifying the meaning of the term humanistic response is challenging. The 
reasons people respond to stimuli the way they do is multifactorial and is dependent 
upon the intrinsic and extrinsic factors associated with behavioral responses from 
and to patients. Social science has been debating behavioural responses for decades 
with luminaries such as Carl Rogers and Abraham Maslow providing seminal work 
in this area. The concept of people as individuals and responding to others 
independently based upon their own experiences is an important starting point (Cox, 
1993). 
How people respond to individual situations is often strongly related to their 
levels of resilience (Seligman, 2012). Consequently in relation to the students within 
this current study, it is important to encompass resilience within the concept of 
individuality and their response to aggression and violence. Resilience is associated 
with the ability to bounce back from an adverse event (Fredrickson, 2009), which 
could also be interpreted as developing coping behaviours. 
It has been proposed that coping behaviours are learned whereas the reactions 
to adverse incidents (expressive behaviour) are innate (Edwards, Scott, Yarvis, 
Paizis & Panizzon, 2003). For example, the ability to feel emotions such as anger is 
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inherent in all humans and not necessarily a learned behaviour but could also be both 
reactive and innate. Behaviours can be copied or mimicked but for the purpose of 
this study it is important to understand the impact an individual’s previous 
experiences of aggression and violence can have upon the students response to the 
study intervention. The discussion of humanism and human responses to stimuli is 
extensive and not central to this study, however, a basis for the terminology to be 
used is important. Therefore the term humanistic response within this study refers to 
an emotional or thinking response to external stimuli based upon the individual’s 
interpretation of the situation. 
 
3.3.6 Stress as a response to adverse events 
Stress and its multiple manifestations is an important human response and is 
experienced when our appraisal of ‘demands’ can’t be addressed by our own 
capacity to meet these. The term stress has become a commonly used term in 
everyday life through media, work and personal life and therefore can be difficult to 
quantify. Defining stress may also be problematic due to individual perceptions of 
stress, therefore a specific understanding within a theoretical framework is essential 
for integrating potential stress responses into the pedagogy. Stress can be interpreted 
in many ways but fundamentally it can be categorised into three premises: a 
response, an experience and an appraisal of coping (Cox, 1993; Rhead, 1995). This 
appraisal of stress could be viewed as a potential pathway to positivity and is 
inherent in the current study. The intervention for this current study was built around 
the framework of resilience, positive psychology and reflection, encouraging the 
students to reflect on their experiences and look at their previous responses as 
identified in the first two stages of stress. The students were then provided with the 
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tools to appraise future situations and cope with them through directing them in ways 
to increase their resilience and positivity. The last element of appraisal and coping is 
the main focus of the current study and influences the direction of the pedagogy. It is 
evident from the literature that stress is a response to an adverse situation or life 
event that requires change, which needs not only acknowledgement but also careful 
consideration (Cox, 1993). 
Measuring perceptions of adverse situations is essential as this study aims to 
provide data that identifies perceptions and responses through individual assessment 
and evaluation. This will ascertain individual levels of resilience through self-
perception as well as the cohort response. This design process will develop an 
intervention to appropriately build resilience whilst minimising the risk of 
psychological and emotional harm to the students through the incorporation of the 
principles of positive psychology, ACT and the ABC of aggression and violence. 
Personal experiences are a core element of student centred pedagogic design and it is 
imperative that students’ personal feelings and emotions are considered when 
placing them at the centre of the education process. 
 
3.3.7 A humanistic approach to educating nursing students 
Engaging students and utilising their life experiences to help facilitate 
learning has been employed in the field of psychology for many years. Indeed it 
could be considered that the concept of client centred therapy was an early derivative 
of many pedagogical theories employed in modern education (Rogers, 1946). The 
choice of pedagogy is dependent upon the discipline being delivered and the 
students’ needs. The need for nursing students to understand both theoretical and 
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clinical/practical components related to their subject area can present challenges 
when constructing appropriate content.  
It is important that the student learning experience is at the core of the 
pedagogic design and that the learning experience mirrors what might happen in the 
clinical world. In maintaining the student as the core element of the education it is 
envisaged that the pedagogy will increase personal thinking and create emotional 
awareness in the students through shared experiences and group thinking and 
learning. Student centred learning relies on a collaboration between the teacher and 
the students to actively engage in the learning process and is appropriate within the 
nurse education environment (Schaefer & Zygmont, 2003). 
The provision of a pedagogy constructed from influences outside of its 
targeted audience is required in healthcare and possibly more so in nursing due to the 
diversity of the profession. A nursing curriculum needs to empower students and 
enable them to become problem solving nurses through appropriate decision making 
and critical thinking (Keçeci, 2009). As discussed, it is suggested that problem based 
learning allows the student to construct new knowledge by building on previous life 
experiences and exploring new evidence for themselves rather than having 
knowledge dictated to them as in a lecture style delivery (Haith-Cooper, 2000). In 
line with this, the concept of utilising the students’ life experiences and self-
exploration outlined by Haith-Cooper (2000) will be patch-worked into the 
pedagogies devised for this study as these will also encourage personal reflection, 
which may in turn inspire the students to share past experiences. Encouraging 
student participation in this way enhances their learning and understanding of the 
subject matter and demonstrates student inclusion in their own pedagogy and how it 
influences their practice (Ivarsson, 2009). The intervention in the current study 
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maintained the individual as the focus and allowed the opportunity for students to 
participate in the session through reflecting on personal experiences and to discuss 
and prepare coping mechanisms for future encounters with aggressive and violent 
events.  
Maintaining the student as the focus in the pedagogy design is essential for 
the education process to be successful and is achieved through incorporating the 
principles of positive psychology, acceptance and commitment therapy and 
resilience training as fundamental components of the intervention design phase. The 
intervention process described was utilised as the ethos to the development of a 
suitable pedagogy specifically aimed at undergraduate nursing students and their 
education of aggression and violence in the clinical setting. Therefore, by adopting a 
multifaceted approach to the pedagogic design, a new pedagogy for nursing 
education in the area of violence and aggression has been developed and was 
implemented as the Building Resilience to Aggressive and Violent Events (BRAVE) 
pedagogy. The acronym BRAVE was used as a means of promoting self-belief and 
for the individual to be intrinsically brave or courageous in their role when faced 
with adversity, rather than as an offensive strategy where students could be 
encouraged to challenge aggressive behaviour. The implementation of BRAVE as 
the underlying pedagogy for education of nursing students in the area of violence 
and aggression in the workplace in this study was developed in discussion with the 
researcher’s supervisors and undertaken following permission from the co-ordinator 
in the unit in which it was nested. 
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3.4 Phase 4: Application of the BRAVE pedagogy for delivery of 
aggression and violence education  
Phase 4 of the intervention development (Figure 3.10) assists the 
incorporation of the BRAVE pedagogy into the educational content delivery. 
Pedagogic 
exploration and 
design
Student Needs
Influences on pedagogic 
design
Acceptance Commitment Therapy
Positive Psychology
ABC of Aggression and Violence Management
Selecting and 
incorporating 
aggression and 
violence  pedagogy
Pedagogy in 
practice
Integrating 
cinemeducation 
pedagogy 
Phase 4
Exploration of didactic 
lecture presentation
 
Figure 3.10. Phase 4: application of the pedagogic design. 
 
Description of this phase will include a detailed explanation of the 
implementation of BRAVE, including methods for encouraging student engagement 
and the relevant influences of positive psychology and ACT. The ethos of positive 
psychology was similarly inherent throughout the construct of the educational 
content and delivery for both the didactic and cinema education interventions. Each 
slide within the power point delivery has been aligned to a positive psychology 
character strength (Table 3.5) to ensure cohesion of positive psychology to the 
session content. Integration of the PowerPoint presentation and other learning 
activities used to aid delivery of the educational material will be presented to provide 
context. 
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3.4.1 Delivery of the BRAVE content 
The educational content for the BRAVE interventions was delivered using 
two varying formats:  traditional didactic delivery and cinemeducation. The format 
for the traditional delivery of the educational content consisted of a didactic lecture 
interspersed with active learning activities comprising classroom discussion to 
encourage interactive learning. In addition two follow up sessions and weekly 
embedded applications of the content were implemented. The comparison 
intervention used the same content but was enhanced by the use of cinemeducation 
and the incorporation of specific resilience training in the follow up sessions. The 
presentation of the material consisted of 35 slides for the traditional session and 37 
slides for the cinemeducation session. The materials were both delivered over a one 
hour and 55 minute session to a maximum of 20 students at a time. An overview of 
the interventions is presented in Table 3.7. Following the title slide, the first two 
slides provided an introduction to the session and the sessions expected learning 
outcomes, as shown below. Students had also been provided with verbal and written 
information relating to the aims and objectives of the study in a previous session 
conducted in week two, semester one of 2013, when they were first invited to 
participate in the study. Students who wished to partake in the study consented to do 
so following the earlier information session.  
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Table 3.7. 
The intervention overview 
Group 1 – Didactic Lecture Group 2 - Cinemeducation 
PowerPoint presentation – 35 slides Didactic lecture PowerPoint presentation 
slides used with movie clips embedded 
into slides  
Group discussions facilitated by 
researcher 
Group discussions facilitated by 
researcher 
Theoretical underpinnings of aggression 
and violence 
Theoretical underpinnings of aggression 
and violence incorporated into slides and 
movie clips selected with positive 
psychology underpinnings 
Incorporation of positive psychology, 
ACT and ABC management strategy into 
theoretical component 
Incorporation of positive psychology, 
ACT and ABC management strategy into 
theoretical component and inherent in 
the movie clips 
Follow up sessions reinforced material 
presented in didactic lecture 
Follow up session consisting of 
theoretical material presented in 
cinemeducation session and specific 
resilience building exercises 
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Slide 1 
 
 
Slide 2   
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Slide 3 
 
The provision of an introduction (Slide 2) and learning outcomes to the 
students, as shown in Slide 3, is good practice in the delivery of learning materials as 
it forms a baseline expectation for the students and outlines the direction the session 
is going to take (Daines et al., 2006). The learning outcomes also inform the learners 
of the desired knowledge development as a result of the session and how the 
individual session fits into the wider curriculum (Brown, 2004). The learning 
outcomes for this study aimed to build resilience by providing the students with 
knowledge of aggression and violence and a management strategy to aid in 
developing coping mechanisms to these adverse incidents. 
The next slide (slide 4) asks the question ‘what is aggression and violence?’ 
within a group format and consisted of group discussion facilitated by the nurse 
educator and lasted approximately five minutes. The process was key to establishing 
a knowledge base for the researcher to use as a platform on which to base subsequent 
understanding. 
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Slide 4 
 
Since group work can be challenging for some, the researcher openly 
acknowledged this to the students whilst also identifying the benefits of discussing 
previous experiences with colleagues as helpful, which conforms with the principles 
of positive psychology (Fredrickson, 2009; Seligman, 2000). The researcher allowed 
open discussion and questioning during the group work by posing the question on 
the slide to the students; this discussion lasted approximately five minutes as the 
students self- terminated the discussion. 
Following this activity the researcher initially requested feedback from all 
groups. All feedback was transcribed onto a whiteboard as a visual reminder for the 
students as to what had been covered and the key baseline concepts perceived by the 
students as a result of the session are presented in the qualitative findings chapter (pp 
261 - 263).  
This activity was followed by a didactic account (slide 5) of the answer to the 
question posed in the previous slide based upon evidence from the current literature. 
This aided in increasing the students’ knowledge based upon the general aggression 
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and resilience literature. Interestingly, some of the definitions identified in slide 5 
resonated with the students’ views identified in the group work and are presented in 
the qualitative findings chapter (pp261 - 263). 
 
 
Slide 5 
 
Slides 6 to 8 consisted of theoretical information initially relating to 
aggression and violence in the wider concept of healthcare (McEwen, 2011; Perrone, 
1999). This allowed for the provision of general aggression and violence information 
related to the students workplace and provided the opportunity to engage the students 
with theoretical knowledge in an area that is important and relevant to them. 
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Slide 6 
 
 
Slide 7 
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Slide 8 
 
In slides 7 and 8 the evidence is then focused on aggression and violence in 
nursing (Wells & Bowers, 2002; Yassi, 1994) and is then further refined to identify 
the specific problem of aggression and violence within the nursing student 
population (Bronner et al., 2003; Celik & Bayraktar, 2004; Ferns & Meerabeau, 
2008; Grenade & Macdonald, 1995; Nau et al., 2007). The specificity of information 
provides the students with knowledge of issues within the global healthcare industry 
and then provides a window into the issues of aggression and violence within their 
chosen profession of nursing. The final instalment in this section provides evidence 
of the problem of aggression and violence within the population of nursing students. 
This will allow for recognition of the problem and also provide the students with a 
driver for the need to learn how to address these issues. 
The students were then asked what may be considered a difficult question, as 
some have had no exposure or knowledge relating to aggression and violence as a 
nursing student. Slide 9 asked the question ‘what can we do?’  
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Slide 9 
 
Students were encouraged to answer this with open discussion over 
approximately two minutes and again the answers were transcribed on a whiteboard 
by the researcher/educator. The key baseline concepts perceived by the students as a 
result of the session are presented in the qualitative findings chapter (pp. 259 - 263).  
The following slide (slide 10) allows for the students to engage in open 
discussion for approximately five minutes with the researcher to gain an 
understanding of the types of violence some students had already encountered in the 
clinical environment. This exchange of knowledge is aimed at achieving the first two 
learning outcomes identified in the standard education lesson plan (Appendix A).  
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Slide 10 
 
The open discussion was then progressed as to who can be an aggressor in 
the clinical environment. This information raised awareness as to the potential 
sources of aggression and also provided the tutor the opportunity to focus the session 
on patient centred aggression. This is followed by the operational definition of 
workplace violence and non-physical violence adopted for use in the study (slide 11) 
(Department of Health, 2004). 
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Slide 11 
 
Students already had exposure to the definition within the study’s baseline 
questionnaire so a level of understanding was expected. This slide forms a reference 
point for shared understanding and provides a platform that all students can refer to 
as described in Chapter 2. 
Slides 12 and 13 provide more in-depth theoretical knowledge initially 
addressing the complexities associated with theoretical understanding of aggression 
(Duxbury & Whittington, 2005; Luck et al., 2006) followed by a graphical 
representation of the General Aggression Model (GAM) (DeWall et al., 2011). The 
students were invited into open discussion to aid with understanding and the 
graphical depiction of the GAM provides an illustration of the interactions between 
multiple influences whilst incorporating a theoretical understanding of aggression. 
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Slide 12 
 
 
Slide 13 
 
Movement from theoretical understanding of aggression and violence to its 
practical application in the clinical environment needs to be outlined to enable the 
students to envisage potential problems and begin to understand the importance of 
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risk assessment. It was therefore important to encourage the students to understand 
why patients may become aggressive. This understanding was encouraged through 
open discussion for about two minutes facilitated by the researcher where causes of 
aggression were discussed and the idea of intentional and non-intentional aggression 
was introduced in slide 14 (Chapman, Perry, Styles & Combs, 2009; Duxbury & 
Whittington, 2005; Ferns & Meerabeau, 2008). 
The intentional aggression identified in slide 14 was related to the GAM that 
was discussed in slide 13 and the process of each type of intentional aggression was 
tracked through the GAM as a means of reinforcing the importance of understanding 
the GAM. Non-intentional aggression was discussed in relation to medical causation 
of aggression and violence which led onto the next slide. 
 
 
Slide 14 
 
The concept of causes of aggression was then made more specific to patients 
through the identification of medical causations involved in aggression (slide 15) 
(Chapman, Styles, Perry & Combs, 2010b; Ferns, 2006). The differentiation between 
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causes of aggression as identified in slide 14 was followed by open discussion 
facilitated by the researcher for a couple of minutes to encourage the students to 
express their thoughts on this form of patient aggression. The difficulties attributing 
causes to aggressive incidents was summarised with information supporting the 
conflicting thoughts from the literature as discussed in Chapter 2. 
 
 
Slide 15 
 
Slide 16 leads on to discuss attribution theory in relation to why we attribute 
causation and provided the students with rationale regarding influences of the 
manifestations of aggression (Kelley, 1980). The focus of slides 15 and 16 were to 
provide enhanced understanding of aggression and violence causation as well as 
certain situations in which nurses might find certain levels of aggression from 
patients more understandable, for instance if there was medical explanation behind 
their actions. The attribution of tolerance is likely to influence the way in which an 
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aggressive or violent event is experienced and what response if any is elicited by the 
student and other staff.  
 
 
Slide 16 
 
The process of open discussion gave the students the opportunity to verbalise 
their understanding of the problem of aggression and violence in the clinical setting. 
Such discussion provided them a platform from which they could tell their stories, 
have them witnessed by others, and work to develop solutions for coping with 
aggressive and violent patients, not only for themselves, but also for others in their 
team. Clarification on theoretical understanding was provided at this stage by the 
researcher to allow the students to progress to the next stage of managing aggression 
and violence. 
Before discussing management strategies for aggression and violence, it was 
important for the students to gain some understanding of the potential problems 
associated with not identify and addressing an aggressive incident. Therefore, slide 
17 identifies the potential consequences of not dealing with aggressive situations 
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from the students’ personal and experiential perspective, rather than from an 
organisational view. Slide 18 identifies consequences of poor coping mechanisms 
specifically relating to nursing and demonstrates the potential for professional 
burnout if adverse situations are not personally dealt with.  
Identifying potential consequences provided the students with information 
relating to how aggression and violence can affect them professionally through poor 
work engagement and possible burnout and also the potential personal effects 
workplace violence can have upon them (Bell, 1995; McEwen, 2011). This was 
intended to make the theoretical component a realistic problem and provide a bridge 
between the theoretical and practical elements of aggression and violence 
management. 
 
 
Slide 17 
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Slide 18 
 
Slides 19 and 20 provide the student with the knowledge that there are ways 
of dealing with these issues and introduce for the first time the idea of building 
resilience and coping.  
 
 
Slide 19 
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Slide 19 introduces resilience and the ability to identify positive emotions 
that will help develop resilience (Fredrickson, 2004; McEwen, 2011; Rural Doctors 
Association of Australia, 2012; Seligman, 2000). This is the first exposure to the key 
element of the session and is the platform to stimulate a change in potentially 
negative thoughts and fear regarding aggression towards positive thoughts and ideas 
about themselves and their practices.  
 
 
Slide 20 
 
Slide 21 is an introduction to the concept of a management strategy for 
aggressive incidents in the clinical environment (Bendigo Health, 2009). However, 
this section also identifies the benefits of using a systematic approach to these issues 
whilst also continuing the thread of positivity.  
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Slide 21 
 
The researcher suggested to the students that resilience and coping can be 
developed if they identify positive aspects related to a negative experience such as 
patient aggression. The session then becomes positively geared and progresses onto a 
strategy for aggression management in the form of the ABC of aggression 
management (Bendigo Health, 2009). The following slide (slide 22) provides 
information of the components required to form a strategy of aggression 
management. The slide then formally links resilience to positivity by suggesting that 
the students try to identify positive elements within negative events through the 
process of reflective practice. 
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Slide 22 
 
The researcher then went on to acknowledge the commonality of the ABC 
framework within other aspects of their clinical care. This approach aligns the 
strategy with the clinical environment and also allows for easy recall of a strategic 
management plan. The next section of the session (slides 23-31) describes the ABC 
aggression management strategy with specific areas of emphasis relevant to the 
students’ clinical setting. 
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Slide 23 
 
Slide 24 was used to describe the ‘A’ part of the strategy, which emphasised 
that there has to be an activating event to the aggressive incident. The researcher 
focused the strategy to the students’ observation skills encouraging an awareness of 
their surroundings so as to be prepared for potential events. This slide also provided 
the opportunity for the class to discuss potential triggers and precursors to 
aggression. 
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Slide 24 
 
Slide 25 identifies precursors to identifying intrinsic, extrinsic and 
environmental factors influencing the occurrence of violent and aggressive incidents 
(Canham, 2008; HSC, 1997).  
 
  
Slide 25 
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Drawing on existing knowledge and resilience evidence, the information 
provided in slide 25 pertains to learning outcome three ‘Assess risk of aggression 
and violence and identify precautions’ as identified in the lesson plan (Appendix A). 
Providing the students the theoretical knowledge and reasoning of precursors allows 
them to understand when the potential for aggression is present and when they may 
need to begin to implement the management strategy. Enhancing understanding 
increases the students’ positive awareness as a prelude to effective management. 
Slide 26 continues to describe the aggression management strategy 
identifying the B stage. The researcher discussed the importance of recognising a 
change in behaviour and to observe for potential escalation and increased danger. 
Increased risk included identifying potential weapons and the type of aggression 
used. The escalation of aggression demonstration continues in this slide showing the 
patient’s status elevating from stressed to distressed, which was then linked to the 
activating event and subsequent behaviour. 
 
 
Slide 26 
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Slides 27 and 28 demonstrate the importance of decision making and the 
priority of personal and patient safety. The emphasis here is not upon engagement of 
discussion but to observe and identify precursors and positively act upon the 
information by reporting the incident and engaging with others to discuss their 
feelings and worries. 
 
 
Slide 27 
 
 
Slide 28 
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Slide 29 identifies the potential consequences associated with aggressive 
situations including the psychological impact of involvement in aggressive 
situations. 
 
 
Slide 29 
 
Further discussion around the need for reporting and the practice of under 
reporting as evidenced in the literature was also undertaken at this stage. The subject 
of reporting fed into the next slide relating to the need to debrief and the reasoning 
behind this. This demonstrates to the student that it is not only important to report an 
incident but to discuss it with others as a means of positively acknowledging the 
incident such as what went well and what can be learned from it, and looking at the 
possibility of developing coping through cognition and critical thinking 
(Fredrickson, 2004).  
Slide 30 elaborates on the development of coping mechanisms and positively 
reflecting on aggressive incidents by providing the students a framework to use in 
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this process. The students were encouraged to acknowledge their feelings and draw 
positive elements from these with a view to change future interactions through 
reflection and debriefing. 
 
 
Slide 30 
 
Slide 31 concludes the management strategy with the need to allow the 
aggressor time to de-escalate. The researcher highlighted the importance of allowing 
a patient who has escalated into an aggressive or violent phase to de-escalate. The 
importance of recovery for both the patient and the student involved in adverse 
events was discussed in relation to the event and the post incident debriefing 
discussed in the previous slide. 
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Slide 31 
 
Slide 32 provides an innovative method of viewing the management strategy 
that has been devised by the researcher for use in this study. The researcher wanted 
to provide the students with a framework that was not only easy to remember but 
was also aligned to previous nursing knowledge associated with patient care. The 
disease process (Brooker, Waugh & Watson, 2007) had been taught in the previous 
semester and therefore, aligning it to the ABC framework allowed for easy recall for 
the students and provided another learning method along with the ABC strategy. 
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Slide 32 
The session was summarised (slide 33) with a recap of the four main points 
from the ABC strategy as this provided a simple easy to understand and recallable 
take home message. The final two slides provided evidence of references and further 
reading for the students to explore in their own time if they wished. The session was 
concluded with the opportunity to ask the researcher any questions relating to the 
session. 
 
Slide 33 
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3.5 Application of cinemeducation to the BRAVE intervention 
The second group of students involved in the study received the same 
educational content as described in the traditional delivery of aggression and 
violence education except in this instance it has been enhanced by cinemeducation. 
This is a progression from the previous phase and provides the culminating phase of 
the research intervention (Figure 3.11). 
Pedagogic 
exploration and 
design
Student Needs
Influences on pedagogic 
design
Acceptance Commitment Therapy
Positive Psychology
ABC of Aggression and Violence Management
Selecting and 
incorporating    
aggression and 
violence pedagogy
Pedagogy in 
practice
Integrating 
cinemeducation 
pedagogy 
Phase 5
Incorporating cinemeducation 
into pedagogy
 
Figure 3.11. Phase 5: Intervention development of the pedagogic design. 
 
The design and construct of the traditional didactic delivery was complex and 
required a rigorous approach from its conception. Enhancing this delivery through 
cinemeducation required the same level of rigorous consideration in its construction. 
This section will explain the cinemeducation design process, how the movie clips 
were selected and how they were incorporated into the traditional didactic session. 
As previously discussed, cinemeducation has been used in healthcare 
education for many years with a degree of success (DeFronzo, 1982; Raingruber, 
2003). However, there are no reports in the literature of pedagogic practice within 
undergraduate nurse education. Therefore inclusion of cinemeducation and 
specifically movie clip selection required careful consideration. It was imperative 
that the positive psychology ethos was carried through from the traditional didactic 
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session and the movies selected reflected the concept of positivity and resilience 
building. 
It is important at this stage to acknowledge the potential for the researcher to 
be a zealous participant in this component of the intervention due to its uniqueness in 
nurse education. The researcher was aware of this potential confounding bias and 
attempted to deliver all didactic aspects of both sessions in the same manner. The 
researcher provided both groups with the same theoretical information, and 
background context to the slides, in the same manner. Although it is not possible to 
maintain the exact pitch of voice and non-verbal delivery of the information, the 
researcher attempted to minimise any prejudice towards a particular session by 
following the session lesson plans for each slide (Appendix A and B). 
 
3.5.1 Rigor and movie selection 
To ensure the movie clips were harvested in a rigorous manner a pivotal text 
by Niemiec and Wedding (2008) was used to guide movie selection as this seminal 
work correlates movies to character strengths and virtues. However, Niemiec does 
not align the elements of positive psychology to the resilience factors, therefore the 
positive psychology character strengths and virtues needed to be aligned to resilience 
to ensure both positivity and resilience were core components of the movies selected. 
As part of the didactic session construction, character strengths and virtues 
identified by Peterson and Seligman (2004) (Table 3.5) were identified and aligned 
with the presentation slides to provide evidence of positive psychology being a core 
component of the session. To be able to encourage resilience building through the 
session, the movies selected needed to have resilience factors within them. 
Resilience is a key component of optimal functioning (Fredrickson & Losada, 2005) 
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and therefore can be affiliated with character strengths. Peterson and Seligman 
(2004) acknowledge that it is difficult to align virtues with resilience but have 
provided evidence of support between internal resilience factors and character 
strengths (Table 3.8).  
To select appropriate movies for the cinemeducation session, the resilience 
factors (Table 3.8) were cross referenced with the integration of character strengths 
and virtues into the didactic lecture, so as to align resilience factors and character 
strengths with specific slides (Table 3.9). This process allowed for movies to be 
selected that were aligned to specific character strengths identified by Niemiec and 
Wedding (2008) (Table 3.9). This ensured that the movies selected upheld the ethos 
of the session and that the movies were not selected on personal choice or popularity. 
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Table 3.8. 
Alignment of resilience to character strengths  
 
Resilience Factors 
 
Associated Character Strengths 
 
Spiritual/Motivational Factors  
1. Dreams and goals 1. Hope (optimism, future-
mindedness, future orientation) 
2. Purpose/meaning in life 2. Spirituality (religiousness, faith, 
purpose) 
3. Spirituality 3. Spirituality (religiousness, faith, 
purpose) 
4. Independence (autonomy) 4. Integrity (authenticity, honesty) 
5. Hope and optimism 5. Hope (optimism, future-
mindedness, future orientation 
6. Determination and perseverance 6. Persistence (perseverance, 
industriousness) 
Cognitive Competencies 
1. Ability to delay gratification 
2. Moral reasoning 
3. Insight 
4. Interpersonal awareness 
5. Planning ability 
6. Creativity 
 
1. Self-regulation (self-control), 
prudence, hope (optimism, future-
mindedness, future orientation 
2. Fairness 
3. Perspective (wisdom) 
4. Social intelligence (emotional 
intelligence, personal intelligence) 
5. Open-mindedness (judgment, 
critical thinking) 
6. Creativity (originality, ingenuity) 
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Behavioural/Social Competencies  
1. Social skills and street smarts 1. Creativity (originality, ingenuity) 
Social intelligence (emotional 
intelligence, personal intelligence) 
2. Problem-solving skills 2. Creativity (originality, ingenuity)  
Open-mindedness (judgment, 
critical thinking) 
3. Multicultural and bi-gender 
competencies 
3. Social intelligence (emotional 
intelligence, personal intelligence) 
4. Empathy 4. Social intelligence (emotional 
intelligence, personal intelligence) 
5. Emotional stability and emotional 
management 
5. Prudence, Self-regulation (self-
control) 
6. Happiness 6. Vitality (zest, enthusiasm, vigor, 
energy) 
7. Recognition of feelings 7. Social intelligence (emotional 
intelligence, personal intelligence) 
8. Emotional management skills 8. Self-regulation (self-control) 
9. Ability to restore self-esteem 9. Self-regulation (self-control) 
10. Humour 10. Humor (playfulness) 
Physical Well-being and Physical 
Competencies 
1. Good health 
2. Physical talent development 
 
1. Vitality (zest, enthusiasm, vigor, 
energy) 
2. Persistence (perseverance, 
industriousness) 
 
(Peterson and Seligman (2004, p. 79) 
  
 
 
1
4
3
 
Table 3.9. 
Resilience and character strengths aligned to movies used in the cinemeducation presentation 
Resilience Factors Associated Character Strengths Movies Used in Cinemeducation Movie Clip 
Location 
Spiritual/Motivational Factors 
1. Dreams and goals 
2. Purpose/meaning in life 
3. Spirituality 
4. Independence (autonomy) 
5. Hope and optimism 
6. Determination and perseverance 
1. Hope (optimism, future-mindedness, future orientation) 
2. Spirituality (religiousness, faith, purpose) 
3. Spirituality (religiousness, faith, purpose) 
4. Integrity (authenticity, honesty) 
5. Hope (optimism, future-mindedness, future orientation 
6. Persistence (perseverance, industriousness) 
1. Awakenings (1990) 
2. Raiders of the Lost Ark (1981)  
3. Monty Python and the Holy Grail 
(1975) 
4. Patch Adams (1998) 
5. Awakenings (1990) 
6. The DaVinci Code (2006) 
1. Slide 16 
2. Slide 27 
3. Slide 30 
4. Slide 26 
5. Slide 16 
6. Slide 15 
Cognitive Competencies 
1. Ability to delay gratification 
2. Moral reasoning 
3. Insight 
4. Interpersonal awareness 
5. Planning ability 
6. Creativity 
1. Self-regulation (self-control), prudence, Hope (optimism, 
future-mindedness, future orientation 
2. Fairness 
3. Perspective (wisdom) 
4. Social intelligence (emotional intelligence, personal 
intelligence) 
5. Open-mindedness (judgment, critical thinking) 
6. Creativity (originality, ingenuity) 
1. The Bourne Identity (2002)/The 
Shawshank Redemption 
(1994)/Awakenings (1990) 
2. X-Men 2 (2003) 
3. Star Wars (1977) 
4. Equilibrium (2002) 
5. The Matrix (1999) 
6. Aviator (2004) 
1. Slides 
32/20/16 
2. Slide   5 
3. Slide 28 
4. Slide 13 
5. Slide 21 
6. Slide 29 
Behavioural/Social Competencies    
1. Social skills and street smarts 1. Creativity (originality, ingenuity), social intelligence 
(emotional intelligence, personal intelligence) 
1. Aviator (2004)/Equilibrium (2002) Slides 29/13 
  
 
 
1
4
4
 
Adapted from Peterson and Seligman (2004, p. 79) 
2. Problem-solving skills 2. Creativity (originality, ingenuity) open-mindedness 
(judgment, critical thinking) 
2. The Matrix (1999) Slides 21/21 
3. Multicultural and bi-gender 
competencies 
3. Social intelligence (emotional intelligence, personal 
intelligence) 
3. Equilibrium (2002) Slide 13 
4. Empathy 4. Social intelligence (emotional intelligence, personal 
intelligence) 
4. Equilibrium (2002) Slide 13 
5. Emotional stability and 
emotional management 
5. Prudence, self-regulation (self-control) 5. The Shawshank Redemption 
(1994)/Equilibrium (2002) 
Slides 20/13 
6. Happiness 6. Vitality (zest, enthusiasm, vigor, energy) 6. One Flew Over The Cuckoo’s Nest ( 
1975) 
Slide 25 
7. Recognition of feelings 7. Social intelligence (emotional intelligence, personal 
intelligence) 
7. Equilibrium (2002) Slide 13 
8. Emotional management skills 8. Self-regulation (self-control) 8. The Bourne Identity (2002) Slide 32 
9. Ability to restore self-esteem 9. Self-regulation (self-control) 9. The Bourne Identity (2002) Slide 32 
10. Humour 10. Humor (playfulness) 10. Patch Adams (1998) Slide 26 
Physical Well-being and Physical 
Competencies 
1. Good health 
2. Physical talent development 
1. Vitality (zest, enthusiasm, vigor, energy) 
2. Persistence (perseverance, industriousness) 
1. One Flew Over The Cuckoo’s Nest 
(1975) 
2. The DaVinci Code (2006) 
1. Slide 25 
2. Slide 15 
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The movie suggestions by Niemiec and Wedding (2008) were analysed by 
the researcher for content and relevance to the session aims and objectives and edited 
to appropriate lengths for integration into the slides.  
Cinemeducation has been used for many years in medical education and 
movies have been identified that can aid with specific aspects of medical training 
(Alexander et al., 2010). It is evident that due to the similarities between nursing and 
medicine, movies recommended for use in the training of medical staff may be used 
across disciplines. Three movie clips that were not aligned to Table 3.8, but were 
identified by Alexander (2010) and Niemiec and Wedding (2008) as containing 
important values, were used in the session.  The first was from the movie “Austin 
Powers – International Man of Mystery’ , which has been identified as suitable for 
demonstrating patient irritation through interruption (Alexander et al., 2010). This 
movie was used in slide 15 to explore causes of aggression and poor communication 
as a contributing factor. The other two movies, ‘The Hulk’ and ‘ Rocky II’ are 
identified by Niemiec and Wedding (2008) as building character strengths but are 
not aligned to resilience. The Hulk was used for a humorous introduction to slide 34 
- medical causation of aggression, and to re-engage the students, whereas Rocky II 
was used in slide 16 to finish the session and focus on success when faced with 
adversity (Niemiec & Wedding, 2008). 
 
3.5.2 Comparisons between traditional didactic delivery and 
cinemeducation 
The theoretical components of the sessions were the same with no difference 
in the content. However, the context of the cinemeducation session was enhanced 
with the movie clips as identified in Table 3.8, and the follow up sessions further 
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enhancing the resilience building approach. There were two extra slides in the 
cinemeducation session that were not related to theoretical content and were merely 
information slides. Prior to any movie clips being shown, slide 4 was displayed for 
information and as a disclaimer to the students of forthcoming content. 
 
 
Slide 4 
 
Students were informed at this stage that the clips may spoil the movie if they 
have not seen it, but also of the potential negative emotions some of the clips may 
elicit. The students were encouraged at this stage that if they did become upset or 
have any negative emotions to discuss it with the researcher and their colleagues in 
the group, if appropriate. Confidentiality was addressed and all students agreed not 
to repeat information gained in the session outside of the classroom setting. 
The other change to the didactic session was inclusion of slide 37. This 
informed the students at the end of the session which movies had been used and the 
length of the movie clips. It was envisaged that this slide be used as a resource for 
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the students to be able to identify any movies that interested them and access them 
for further learning or entertainment. The character strengths and resilience factors 
associated with each movie used in the session is presented in Table 3.9 (page 143). 
 
 
Slide 37 
 
3.5.3 Follow up supporting sessions 
The introduction of aggression and violence education into the undergraduate 
nursing curriculum is intended to be a positive step towards building resilience in 
nursing students and it is hoped that developing coping strategies and reinforcing the 
positive progress can only be beneficial. Students received two further follow up 
sessions to underpin the in-depth sessions previously delivered. The sessions took 
place within their allocated tutorial time in weeks 9 and 13 of semester 1, 2013 and 
were 15 minutes in length. Weeks 9 and 13 were selected as it meant the material 
was revisited mid and end of semester. The pedagogy format was continued from the 
original sessions with the traditional education group receiving didactic theory and 
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the cinemeducation group receiving innovative resilience building content. The aim 
of the session was to continue to build resilience in the groups through reinforcing 
original material in the traditional education group whilst providing the 
cinemeducation group specific resilience building exercises. 
 
3.5.4 Traditional education group follow up sessions 
The main focus of the traditional education group follow up support sessions 
was to revisit and reinforce the theoretical material covered in the main session. The 
first support session took place in a tutorial in week 9 and contained 7 slides 
including an introduction and reference slide. The first slide addressed the session 
aims and identified that it was a review of past material. 
 
 
Slide 1 
The next series of slides reviewed the escalation of aggression and identified 
key interactions the students can undertake when in an aggressive or violent 
situation. Slide 2 highlights the pre-aggression phase. 
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Slide 2 
 
The discussion from slide 2 centred on observations of the students 
surroundings and consideration of any precursors the patients have and any potential 
triggers that may exist. Slide 3 addressed the next phase of escalation of aggression 
with the patient escalating from stressed to distressed. Visual indicators of stress 
were discussed from the initial session and discussion around personal safety was 
touched upon. 
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Slide 3 
Slide 4 continued the personal safety discussion and identified the need to act 
positively. Students were encouraged to maintain personal safety through removal of 
themselves from the area but continuing to verbally engage with the patient from a 
distance if they felt comfortable enough to do so. Students were reminded at this 
stage that if no intervention was undertaken that the patients aggression may 
escalate. 
 
Slide 4 
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The escalation of aggression was concluded in slide 5, demonstrating the 
patient in crisis and being difficult to interact with. The patients safety as well as the 
students’ was emphasised with the recommendation for continuous monitoring and 
reassurance. 
 
  
Slide 5 
 
The session was concluded in slide 6 with reinforcement of the need to allow the 
patient/perpetrator to de-escalate and recover from the event. 
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Slide 6 
The second traditional support session was conducted in week 13 and again 
consisted of seven slides including an introduction and reference slide. This session 
was a progression from the week 9 session and focused on identification of 
precursors and triggers of aggression and violence and interaction with an aggressive 
patient (slide 1). 
 
 
Slide 1 
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The second slide revisited the different precursors that may lead to an 
aggressive or violent incident. This was re-capped from the original material covered 
in the in-depth session. Student discussion was encouraged as a method of 
reinforcement and retention. 
 
 
Slide 2 
 
The next slide (slide 3) summarised material from the in-depth session and 
focused on triggers of aggression. Discussion was held around proactive, reactive 
and intrinsic triggers of aggression. This was included to aid the students in early 
recognition of a potential adverse event. 
 
  
154 
 
 
Slide 3 
This was followed by two further slides identifying extrinsic and 
environmental triggers of aggression. The extrinsic triggers focused predominantly 
on nurse patient interaction and communication, both verbal and nonverbal, whereas 
environmental triggers identified potential problems in the clinical setting including 
long waiting times and previous personal patient experiences. 
 
 
Slide 4 
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Slide 5 
 
The session concluded with information relating to the student’s interaction 
and course of events they may need to undertake. The aim of this slide as the final 
slide was to concentrate on non-physical interaction with the patient and for the 
students to focus on engaging or maintaining communication with patients. The 
intention of finishing the formal education with this slide was to leave the students 
with a take home message of ensuring their personal safety and not to become 
physically involved in an aggressive situation. 
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Slide 6 
 
As the slides in the supporting sessions were revisiting information provided in the 
original session the ethos of positive psychology and ACT remains inherent within 
their construct as described in Tables 1 and 2. 
 
3.5.5 Follow up sessions for the cinemeducation group 
The cinemeducation sessions were conducted in the same weeks as the 
traditional sessions and in the same format. The groups received the same theoretical 
material underpinning the traditional session, therefore the positive psychology 
framework adopted in the main sessions was upheld in the support sessions, 
however, as part of the cinemeducation approach resilience building was further 
enhanced using resilience exercises opposed to only reinforcing the original 
aggression and violence material that occurred in the didactic group. Due to this the 
slides were slightly different in both weeks, although some key slides covering core 
material were the same. The cinemeducation sessions consisted of six slides each 
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including an introduction and reference slide. This was to ensure enough time was 
allocated to explain and undertake the resilience building exercises. 
The key difference in the week 9 sessions was in slides 4 and 5 where the 
session direction was shifted to discuss resilience and resilience building. Slide 4 
identifies methods of becoming resilient including reflection and acknowledging 
negativity. Students were encouraged to regularly reflect on their lives, both personal 
and professional, and to focus on positive aspects of their lives and how this will 
help them become resilient in future encounters. 
 
 
Slide 4 
 
Slide 5 encourages the students to change their thought process and not to 
necessarily focus on the negative aspects but to change their thinking more towards 
positive reflection. Examples are given on how to do this. The main difference 
between the groups is evident in this slide as the students were asked to undertake a 
resilience building exercise over the coming weeks. Students were asked to 
positively reflect on three things per day based on the Three Good Things exercise 
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by Seligman (2005)  . This exercise has demonstrated increased happiness and a 
decrease in depressive symptoms in individuals at one month and six months post 
intervention (Seligman, 2005). As the students were not working in a clinical 
environment during this period, the researcher advised the students to reflect on 
either their personal or university life. Informal feedback on the exercise was 
scheduled for week 13. 
 
 
Slide 5 
 
The cinemeducation session undertaken in week 13 highlighted the need for 
non-physical intervention through development of communication skills as in the 
traditional education session. However as with the week 9 support session the key 
differences were the focus on building resilience. At the start of the session informal 
feedback was sourced to ascertain if students felt positive reflection had benefited 
them.  
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Slide 4 addresses the need to cope with adversity to avoid burnout. The 
students were given information from the in-depth session relating to positivity as a 
method of overcoming adversity. At this stage the students were asked to complete 
the positivity questionnaire (Fredrickson, 2009) as a means of identifying how 
positive they are at the present time and whether they need to alter the way they 
think to become more positive and therefore increase their resilience. Students were 
informed that this was their own personal survey and they did not need to divulge 
their score. Students were then given time to complete the questionnaire. 
 
 
Slide 4 
The next slide gave the students instructions on how to score their own 
positivity questionnaire and how to allocate a final score. Students were then given a 
paper copy of the positivity questionnaire to complete for their own viewing. The 
students were informed again that they did not need to share their answers and the 
purpose of the exercise was for personal reflection and development. The final slide 
of the session identified that their ideal positivity ratio is 3:1 and discussed the 
desirability to either maintain or improve their ratio. 
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To ensure the initial and follow up sessions were not regarded as stand-alone 
sessions on the topic of violence and aggression, application of the content covered 
in these sessions was achieved by incorporating two slides per week connecting the 
weekly unit topic (e.g.: schizophrenia) with the BRAVE intervention. These were 
devised by the researcher and approved and delivered by the unit coordinator during 
normal lectures. Materials were used from the unit’s mental health core text (Elder, 
Evans & Nizette, 2012) as well as the aggression and violence and resilience 
literature. The unit material that was delivered weekly and enhanced with the 
intervention themes is illustrated in Table 3.10. 
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Table 3.10. 
Weekly integration of aggression and violence education into core mental health unit 
Mental health unit session Intervention theme delivered 
Historical foundations of  mental 
health illness &social context 
Historical risk of aggression and violence 
in mental healthcare 
Approaches to management & 
treatment 
Negative experiences of the carer 
Schizophrenia & other related 
disorders 
Assessing risk 
Mood disorders Nursing the nurse 
Anxiety disorders; somatoform & 
dissociative disorders 
Personal well being 
Eating disorders Stress in the carer 
Substance use problems De-escalation techniques 
Personality disorders Escalation of aggression 
Child and adolescent mental health Childhood aggression 
 
As well as constructing and delivering the follow up session for the nursing 
students, it was decided that once analysis had been undertaken, some of the 
preliminary findings be presented to the University’s Clinical Educators who were 
responsible for supervising the students whilst on clinical placement. A feedback 
session was included in the Clinical Educators’ university induction session and 
consisted of four slides outlining qualitative and quantitative findings from the third 
year nursing students’ data and some expectations of the Clinical Educators. The 
session was delivered by the researcher and lasted approximately 45 minutes. The 
discussion generated throughout the session was transcribed for later analysis by the 
Nursing Discipline’s Clinical Placement Coordinator.  
It was envisioned that the provision of this session may aid in providing the 
students with some support and encourage reporting of aggression and violence to 
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both the university and the clinical facility. Slides summarising the findings 
(reported in Ch 7 pp271 - 278) were used to inform and elicit discussion and further 
data from the clinical facilitators and tutors.  
 
3.6 Conclusion 
In exploring professions outside of nursing it was apparent that key principles 
of education and pedagogic design could be implemented into nurse education and 
aid in filling the void of aggression and violence education for nursing students. The 
introduction of positive psychology, resilience training and acceptance and 
commitment therapy have been incorporated into nursing pedagogic design and have 
been pivotal in the development, construction and delivery of the innovative BRAVE 
pedagogy. The construction of BRAVE has provided the opportunity to go beyond 
traditional education techniques and allow implementation of cinemeducation as an 
innovative style of teaching not only into the nursing arena but also into aggression 
and violence education. 
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Chapter 4: Research Methodology 
4.0 Introduction 
This chapter discusses the research methods used in this study. A description 
of the recruitment of participants research design will be given along with an in-
depth exploration of the sample, setting, and the methods employed to collect, 
analyse and report the data. The quality and rigor of the qualitative and quantitative 
elements of the study are discussed as well as the ethical considerations. 
 
4.1 Research design 
The study uses a quasi-experimental descriptive repeated measures survey 
design. It has been suggested that descriptive research is ‘fundamental to the 
research enterprise’(De Vaus, 2001, p. 1) and can use a variety of approaches such as 
observation, interview or questionnaire (Schneider & Whitehead, 2012). This study 
consisted of four phases of design and development: 
  Phase 1 - recruitment of participants and implementation of data collection 
and intervention 
 Phase 2 - design component where the intervention (reported in previous 
chapter) and survey questionnaire were conceived and developed 
 Phase 3 -pilot of the survey and the intervention for reliability and 
appropriateness of material 
 Phase 4 – analysis of data 
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4.2 Phase 1 – Recruitment of participants 
4.2.1 Sample and setting 
A purposive sampling technique has been adopted as the sampling method of 
choice for this study as the researcher already has prior knowledge of the ability of 
the study population and their applicability to the research (Denscombe, 2003). In 
this instance this is the preferred method of sampling as the intervention had to be 
delivered in a classroom setting and therefore must conform to pre-established 
timetabling commitments where individual randomisation of students would not be 
possible. 
The sample frame consisted of all second year undergraduate nursing 
students enrolled in a core mental health unit at the commencement of semester one, 
2013 with an expected enrolment of approximately 100 students. This student 
population was selected as they have limited experience of clinical practice having 
only had two clinical placements, both within the aged care setting. Therefore it was 
surmised that they would have had less opportunity to develop resilience from 
clinical fieldwork based on their own experiences compared with third year nursing 
students. The second year student cohort was chosen to test the interventions as they 
had some experience of the clinical setting as well as some theoretical understanding 
of patient care and would therefore have some understanding of the context of the 
sessions. 
The sample size for this study was determined using a published table 
(Bartlett, Kotrlik & Higgins, 2001) based on Cochran’s (1977) formula. Using a 
population size of 100, a final sample size of 80 would be required (where p -= .05, 
t= 1.96), corresponding to an 80% response rate. This level of response rate was 
deemed achievable for this study due to the recruitment methods employed. The 
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enrolments into the mental health unit were slightly higher than expected (N=112) 
which yielded a sample of 98. The sample size of 98 was considered suitable and 
fulfilled the minimum sample requirements, providing an 87.5% response rate, 
higher than the required 80% sample size as per Bartlett’s (2001) table.  
Allocation of students to tutorial groups by the university administration 
occurred prior to recruitment therefore individual randomisation of participants to 
each of the interventions was not possible. Consequently each of the tutorial groups 
was assigned to receive either the standard education intervention or the 
cinemeducation by an independent academic member of university staff. There were 
a total of four tutorial groups with 23-25 students per group, of which, two groups 
were allocated to each intervention. The standard education group received the 
didactic education session and the cinemeducation group received the foundations of 
the didactic lecture with integration of movie clips throughout. The cinemeducation 
group also received resilience exercises in the follow up sessions whereas the 
standard education group received further didactic information relating to resilience 
and aggression and violence in the clinical environment (Figure 4.1). This ensured 
neither group was disadvantaged in the amount of education they received, and both 
groups were equally prepared for potential aggressive incidents in the clinical 
setting.  
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Figure 4.1. Sample distribution in educational intervention and follow up groups (N=98)
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Students not wishing to partake in the study were still required to attend the 
sessions as the learning requirements were deemed pertinent to the unit’s learning 
outcomes, but they did not complete the study questionnaires. Permissions to deliver 
the interventions within the unit was obtained from the School Dean and Unit 
Coordinator prior to the study (Appendix C and D). Students who provided written 
consent to participate in the study were asked to complete the questionnaires. As all 
the students attend the same number of tutorial groups, the intervention was 
delivered within tutorial time in the second week of semester one 2013.  
 
4.2.2 Recruitment of participants 
Potential participants were given verbal information regarding the study as 
part of a second year nursing student briefing session designed to inform the students 
of what is required from them in the coming year regarding academic and practicum 
necessities. This session was selected for delivery of study information as it was 
identified as a highly attended session and was scheduled prior to the 
commencement of the mental health unit. 
Information provided to the potential participants consisted of a PowerPoint 
presentation (Appendix E) by the researcher outlining the study and describing the 
participants’ involvement. Written information was also provided to all students who 
were present in the form of a letter (Appendix F). The researcher allowed the 
opportunity for the students to ask questions and provided the group with the 
researcher’s contact details should they wish to ask questions at a later date. 
Students were followed up in their first lecture of the mental health unit, 
which took place during the following week. The researcher provided the 
opportunity to clarify any concerns and also provided information letters to anyone 
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who was not present at the initial session. Students who were happy to partake in the 
study were asked to sign a consent form and return it to the tutor facilitating the 
session (Appendix G). This prevented the researcher from being able to identify who 
was in the study prior to them completing the questionnaire. Following receipt of the 
consent form, participants were provided with a study survey to complete and 
deposit in a collection box. Students who did not wish to participate were asked to 
review their lecture notes relating to the mental health lecture they had just received. 
Completion of the study survey took approximately 20 minutes. The researcher 
followed up during student’s first tutorial of the unit with a second invitation to 
participate in an attempt to recruit students who were not in attendance at the first 
lecture. Students who expressed interest in the study and were not currently recruited 
followed the same recruitment process as discussed. 
An incentive was incorporated to encourage completion of all three surveys. 
This consisted of a prize draw of $100 cash, $50 cash and a $50 Office Works gift 
card. Participants were requested to supply contact details on their consent form only 
if they wished to be included in the prize draw, which was used as an incentive for 
participation in all three data collection points, however, contact details were 
immediately separated from the surveys and stored in a locked drawer within the 
postgraduate offices of the university, accessed only by the researcher. The prize 
draw was completed at the end of second semester 2013 when all surveys had been 
received (Appendix H). An independent academic member of University staff was 
provided with a box with the names of the students who were eligible for inclusion 
inside. The names were drawn in order of first to third prize and the winners were 
notified by e-mail. Photographs of the draw were taken as evidence and included in 
Appendix H. All participants were assured of anonymity and confidentiality of their 
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contact details and the data obtained in the study. The deadline for recruitment was 
25
th
 February 2013, by which time 98 completed baseline questionnaires had been 
received.  
Comparison of baseline attributes of the second year nursing students 
participating in the study was undertaken with a cohort of third year nursing students 
who had exposure to acute clinical settings but no formal aggression and violence 
education. Third year students enrolled in the core research unit were assessed as 
meeting these criteria and participation was also viewed as being relevant to the 
content being taught in this unit. The third year research unit consisted of a total 
population of 94 students and a subsequent sample of 56 consented to participate. 
As with the second year nursing student recruitment, sample size was based 
on Bartlett et al. (2001) published table. The sample size of 56 provided a 60% 
response rate, lower than the required 80% sample size as per Bartlett et al. (2001) 
table. Although smaller than the desired 80% response rate, it was deemed a 60% 
response rate could provide a valuable insight into problem of aggression and 
violence towards this group of nursing students. The sample would also allow the 
researcher to identify whether aggression and violence is problematic across two 
separate cohorts of nursing students and also to compare their resilience and 
positivity. The unit coordinator consented to the inclusion of the study into the unit’s 
final tutorial session. The third year students were provided with the same 
information as the second year students and the surveys were distributed and 
collected within the tutorials allocated time by the tutor facilitating the session to 
prevent any researcher bias. 
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4.3 Phase 2 – Survey and intervention design 
The survey consisted of a combination of measurement tools using Likert 
scales, semantic differential scales and multiple choice questions to collate 
quantitative data at baseline, immediately following and four to six weeks post 
intervention in the second year nursing students. The survey questionnaire included 
items to obtain information on basic demographics in addition to quantitative and 
qualitative questions designed to measure any change in second year nursing 
students’ attitudes, resilience, and behaviour before and after the implementation of 
two different educational interventions. These interventions comprised a standard 
didactic lecture and cinemeducation, as previously described, and were designed to 
deliver information and knowledge aimed at transferring knowledge relating to 
aggression and violence management and increasing resilience to aggression and 
violence experienced in the workplace. The second year data was examined for 
within and between group differences as well as comparing with the third year data 
for the prevalence of aggression and violence experienced and their resilience and 
positivity towards aggression and violence in the clinical setting. 
The tools used to measure attitude towards aggression, positivity and 
resilience have been previously tested for reliability and validity (Needham, 
Abderhalden, Dassen, Haug & Fischer, 2004; Thompson, 2007; Wagnild, 2009c). 
Additionally, the questionnaire was piloted with a group of third year nursing 
students prior to its implementation in semester one 2013. 
 
4.3.1 Survey instrument 
Aggression and violence has been extensively researched using a variety of 
methods in the healthcare setting but the most common data collection methodology 
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is that of the self-report questionnaire (Jansen, 2005b). Likert scale questions were 
used to gather data relating to the students’ attitudes to aggression and violence as 
well as their personal experiences and behavioural responses to certain scenarios 
depicting violence in the clinical setting (Appendix I). Open-ended questions were 
also used to gather qualitative data relating to the nursing students’ personal 
experiences and feelings regarding aggression and violence. Participant 
demographics were collated using closed questioning as it was easy to complete and 
was well suited to computer coding for analysis. Second year participants completed 
a self-report survey at baseline, immediately following intervention and then again at 
four to six weeks, which followed completion of a three week clinical practicum.  
 
4.3.2 Questionnaire design 
When designing the questionnaire, the alignment of the participants’ three 
questionnaires whilst maintaining anonymity provided challenges. If the 
questionnaires were in an online format, this would not have been an issue due to 
log-on credentials being individualised. However, as the questionnaires were being 
distributed in paper format, they needed to be linked for comparison within the data 
analysis phase. Therefore an individual code that the participants self-generated was 
used to link pre- and post-intervention surveys. Self-generating codes to ensure 
anonymity whilst enhancing data analysis is common practice and there are many 
different techniques. Indeed, Kearney, Hopkins, Mauss & Weisheit (1984) 
highlighted the accuracy of linking questionnaires using self-generated codes in a 
longitudinal study. They reported that there was linkage accuracy of 98% after one 
month and 78% accuracy after one year. Therefore a five stage self-generated code 
adapted from Kearney et al.’s (1984) recommendations was used to link the three 
 172 
 
questionnaires. This consisted of a combination of alphanumerical figures that were 
personal to the participant and was highly unlikely to be replicated by another 
participant and included; the first letter of your mothers first name, the number of 
older brothers and sisters you have, the first letter of your fathers first name, the first 
letter of your sex and your birth month in numbers. Guidance on how to generate the 
code is given at the start of the questionnaire (Appendix I). 
The questionnaire was divided into four sections to aid with completion. 
Sections were entitled: 
 About your experiences; 
 Your feelings; 
 Your beliefs about yourself; 
 About you. 
Sections A and B of the questionnaire were focused on the participants’ 
personal experiences of aggression and violence in the clinical setting. The 
questions were aimed at their experiences since becoming a student and therefore 
specifically targeted this timeframe. This provided the opportunity to gather data in 
an area not yet well addressed in the literature. In an attempt to reduce the 
subjectivity of aggression and violence interpretation, the current study’s adopted 
definition was given to the participants at the start of each section of the 
questionnaire. 
Sections A and B consisted of 23 questions, 11 in section A and 12 in 
section B, two of which were Likert scale questions (five item scale) to assess their 
perceptions of frequency of risk from aggression and/or violence in the clinical 
setting (1 = never, 5 = frequently). The remaining questions included 15 closed 
questions to gather data relating to types of abuse, injuries sustained and previous 
 173 
 
education and nine open ended questions. These questions provided the participant 
the opportunity to give specific details of any injuries and the physical, 
psychological and emotional impacts they experienced as a result of the incident. 
Sections C and D of the questionnaire consists of 11 questions including the Attitude 
Towards Aggression Scale (ATAS), the Positive Affect Negative Affect Scale 
(PANAS), the 14 stage Resilience Scale (RS14) and five questions relating to 
specific aggressive incidents involving the participant in their role as a nursing 
student. Each will now be discussed in more detail. 
 
4.3.3 The Attitude to Aggression Scale (ATAS) 
The ATAS was included to gain specific information relating to the students’ 
attitude to in-patient aggression. This scale was adapted by Jansen and colleagues 
(Jansen, Middel, Dassen & Reijneveld, 2006) from an earlier perception of 
aggression scale (Jansen, 1997). The scale utilises descriptors of aggression from 
both qualitative research and the literature to formulate an initial 32 item 
questionnaire (Jansen, 2006). This was refined in an international study to an 18 
question survey identifying five components of aggression identified by clinical staff 
(Jansen, Middel & Dassen, 2005). The ATAS tool used in this current study has been 
extensively evaluated for reliability and validity internationally across five European 
countries (Jansen, 2005a). The tool contains five types of attitude (Table 4.1) which 
were subjected to factor analysis to examine their structure and commonality across 
all five countries (Jansen, 2005a). The component structure was found to be identical 
in all five countries based on factor loading and internal consistency and was 
considered satisfactory. There are many influencing factors upon Cronbach’s alpha 
values and there is debate in the literature about what is classed as acceptable. For 
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the purpose of this study the Cronbach’s alpha range used as reference as identified 
by (George & Mallery, 2003, p. 231) is: ‘>.9 Excellent,>.8 Good, >.7 Acceptable, 
>.6 Questionable, >.5 Poor and <.5 Unacceptable’. The domain “offensive” 
demonstrated a Cronbach’s alpha of .86 with the other four domains at 
approximately .6 which the author classed as satisfactory. Due to the diversity with 
classification in the literature regarding coefficient ranges and the uniqueness of the 
tool, suitability for use in this study was deemed appropriate. Although agreeable 
internal consistency has been reported, external validity is questionable due to the 
convenience sampling technique employed. The ATAS is a unique measurement tool 
and although limited content validity is demonstrated it has been developed from 
qualitative data rather than theoretical elements, therefore it is deemed to have 
suitable validity and reliability for use in this study and had the potential to provide 
interesting data relating to the research question. 
 
Table 4.1. 
Types of attitudes and measurements 
Attitude Measurement 
Offensive Viewing aggression as insulting, hurtful, unpleasant and 
unacceptable behaviour including verbal aggression 
Communicative Viewing aggression as a signal resulting from the 
patient’s powerlessness and aimed at enhancing the 
therapeutic relationship 
Destructive Viewing aggression as an indication of the threat or 
actual act of physical harm or violence 
Protective Viewing aggression as the shielding or defending of 
physical and emotional space 
Intrusive Viewing aggression as the expression of the intention to 
damage or injure others 
Adapted from (Jansen et al., 2006, p. 85) 
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The original ATAS was focused on the attitude of psychiatric nurses and 
students in the clinical setting, but transferability into the education setting in this 
current study is appropriate. The ATAS was used as presented by the original author 
but was related to aggression in the clinical setting so as to provide context for the 
participants in this study. 
 
4.3.4 The International Positive Affect Negative Affect Scale – Short 
Form (I-PANAS-SF) 
The I-PANAS-SF was used in the current study to measure whether students 
viewed specific clinically based scenarios of aggression and violence either 
positively or negatively based upon scenarios of the aggression in the clinical setting. 
The I-PANAS-SF was derived from an earlier Positive Affect Negative Affect Scale 
(PANAS). The PANAS was one of the first tools devised to quantitatively measure 
mood, and specifically independently measures positive and negative mood over a 
specific time period (Watson, 1988). PANAS has been extensively used in a 
multitude of research studies since its conception (Crawford, 2004) and is suited to 
this project as it demonstrates whether students have changed their behaviour from a 
negative outlook to a more positive one when confronted with an aggressive 
incident. The original PANAS consisted of 20 descriptors, ten positive affect and ten 
negative affect, which were rated on a 5 point Likert scale.  
Although a valid and reliable tool, the original PANAS can be considered 
time consuming to complete and some terminology is subject to misinterpretation or 
confusion depending on culture or primary language. This has led to further 
developments of the tool to aid generic application and make its completion a less 
time consuming process (Thompson, 2007). The PANAS was adapted to form the 
 176 
 
International Positive and Negative Affect Short Form (I-PANAS-SF), which 
consisted of a ten item scale; five positive affect and five negative affect questions. 
The I-PANAS-SF was established by conducting a qualitative study (n=18) and an 
exploratory quantitative study (n=407) to identify which of the original 20 items to 
omit or include in the I-PANAS-SF (Thompson, 2007). Further validation studies 
(n=1789) were conducted to ascertain validity and reliability among other 
psychometric tests which were all found to be within the acceptable range 
(Thompson, 2007). 
The PANAS demonstrated internal reliability with Cronbach’s coefficients  
in the good to excellent range (.86 to .90 and .84 to .87) for positive affect and 
negative affect respectively (Watson, 1988). The revised tool was subjected to 
qualitative and quantitative testing for reliability and validity that produced similar 
results to the original tool. Same sample retest was undertaken to test the 
psychometric properties and to ascertain whether the shortened version correlated 
highly enough with the original PANAS. Quantitative analysis produced acceptable 
reliability with Cronbach’s alpha of .78 and .76 for positive affect (PA) and negative 
affect (NA) respectively (Thompson, 2007). The I-PANAS-SF PA had correlation 
with the PANAS PA of .65 (p<.01) and an NA correlation of .59 (p<.01). This 
provided similar results to the 2 month test re-test procedures by Watson (1988). 
Different sample validations produced similar results to the same sample tests with 
exploratory and confirmatory factor analysis providing Cronbach’s alpha of .76 for 
NA and .75 for PA. Test –retest was undertaken at eight weeks and produced a 
Cronbach’s alpha of .84 (p<.01) for both PA and NA which is increased from the 
retest values of .68 and .71 in the original PANAS (Thompson, 2007; Watson, 
1988). The data produced from the same and different samples provide evidence of 
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good levels of validity and reliability experienced in the original PANAS. The high 
reliability of the retest values make the tool suitable for use in this study to ascertain 
positivity responses to potential and actual clinical experiences of violence and 
aggression in student nurses post intervention. 
Unlike the original PANAS, the I-PANAS-SF was also subjected to cross 
cultural validity to ascertain its application to non-native English speakers through 
cross culture measurement research. There were no significant differences, 
indicating that the tool can produce effective data from both English and non-English 
speaking participants. This is an important consideration in the research project 
proposed as there will be students for whom English is a second language. The I-
PANAS-SF was presented in the questionnaire within the context of clinical 
scenarios. The scenarios were developed by the researcher and constructed from 
common clinical situations the researcher has been involved in as a registered nurse 
and that the participants are either likely to have had or will have exposure to. The 
scenarios demonstrated face validity when reviewed by six of the researcher’s 
professional colleagues with backgrounds in emergency care, aged care, mental 
health care and midwifery. 
 
4.3.5 The 14 Stage Resilience Scale (RS14) 
One of the key objectives of the study is to attempt to build resilience in 
nursing students, therefore potential changes in resilience before and after 
intervention were measured using the 14 stage resilience scale (Wagnild, 2009c) 
which is widely used across many disciplines including education and healthcare. 
The 14 stage resilience scale (RS14) used in the study was developed from a larger 
resilience scale originally developed from a narrative qualitative scale (Wagnild, 
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2009a). The original resilience scale and the RS14 have been evaluated for content 
construct validity. Content validity has been demonstrated in multiple published 
studies and has been developed through extensive research over nearly three decades 
(Lawton, 1975; Wagnild, 1993; Walker, Sechrist & Pender, 1987). Reliability has 
been demonstrated in both the resilience scale and the RS14 and internal consistency 
has been reported for both scales (Wagnild, 1993, 2009b). The resilience scale has 
produced Cronbach’s alpha coefficients in the good to excellent range (0.85 to 0.94) 
but more specifically the RS14 internal consistency is excellent ranging from 0.91 to 
0.94, therefore the RS14 has high validity and reliability making it applicable and 
suitable for use in this study (Wagnild, 2009a). Due to time efficacy, the 14 item 
scale was included in the second year pre- and post-intervention surveys to identify 
resilience pre- and post-intervention, which was also then correlated with the data 
from other instruments to provide a richer insight into the data. The RS14 was also 
included in the third year survey for comparative analysis.  
The questionnaire also integrated a selection of open ended questions 
throughout the sections to provide a deeper insight into the nature of the problem of 
aggression and violence and to tap into the students’ personal experiences. There 
were three open ended questions in section A that focused on investigating any 
physical aggression the students had experienced. The questions were aimed at how 
the incident made them feel and their perceived coping mechanisms for these 
situations. Descriptive information was also asked about any injuries they had 
received. Section B contained similar questions relating to non-physical aggression 
as well as three questions aimed at providing the student the opportunity to give 
feedback on the cinemeducation session. 
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The final element of the questionnaire, section E, required the student to 
complete basic demographic information to provide context and allow for more in-
depth and comparative statistical analysis. The contact information was not 
correlated with the questionnaire data and was stored separately. The questionnaire 
was tested for suitability through a locally conducted pilot study. 
 
4.3.6 Interventions 
The study methodology allowed for measurement of students’ emotional 
responses to an exposure stimulus (intervention) by using a survey design which has 
the ability to measure both pre- and post-intervention responses. Such a design 
allows within and between groups comparison to demonstrate the efficacy of the 
intervention. Current pedagogies for aggression and violence education of 
undergraduate nurses have been explored in the literature to provide a basis for the 
targeted education intervention. The pre-intervention phase of the study examined 
students’ attitudes and feelings towards potential aggressive incidents through 
completion of a self-reporting questionnaire. The variable of prior exposure to 
clinical aggression may have confound results, therefore prior exposure was 
identified in the survey and correlations to resilience were made.  
The intervention phase of the study consisted of an experiment and 
comparison to expose the students to types of aggression and violence they may 
encounter in the clinical setting. The intervention took the form of learning sets. 
Each group received an in-depth two hour session early in week two of semester one 
2013, followed by two short 15 minute refresher sessions in weeks seven and 12. 
The refresher sessions allowed for follow up activities congruent with the pedagogy 
being delivered to reinforce the material and attempt to foster retention of 
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knowledge. The cinemeducation intervention was conducted with the use of clips 
from commercial movies within an interactive education session to reinforce the 
potential problems in the clinical setting. The standard education intervention was 
conducted through a traditional didactic lecture style session facilitated by the 
researcher. Types of aggression, identification of precursors to aggression and 
potential solutions to hostile situations were explored in the sessions by using either 
movie clips or the didactic delivery as a catalyst for discussion and reflection. The 
intervention design and methodology is complex and is discussed in depth in the 
previous chapter. 
Following the intervention, a two stage retest of the students using the pre- 
intervention survey was undertaken. The initial retest took place immediately 
following the education sessions. This tested the efficacy and instant impact of the 
sessions. The second retest was completed once the students completed a three week 
clinical practicum four to six weeks following the interventions. This latter 
assessment identified whether the intervention maintained a change in their positivity 
and attitudes towards aggression and violence in practice and demonstrated any 
increase in resilience towards aggression and violence in practice.  
The second year cohort of nursing students who were invited to partake in the 
study were given written and oral study information in week one, semester one 2013 
and following this, those who consented to be a participant in the study were asked 
to complete a baseline survey in week two, semester one 2013. The researcher 
distributed the questionnaires for completion and allowed the students to deposit 
them in a collection box at the front of the class without the researcher present to 
ensure there was no researcher bias. The opportunity for clarification of any 
concerns was given prior to the questionnaires being completed. Any students who 
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chose not to participate were encouraged to review their notes from the preceding 
lecture and address any questions with the session tutor. 
On completion of the intervention the students were asked to complete a 
shorter follow up questionnaire to establish whether there was any change in their 
attitudes, positivity or resilience that could be attributed to the impact of the 
intervention. As with the initial questionnaire the researcher distributed them but 
allowed the students to deposit them without supervision. The final questionnaire 
was administered once the students had completed a clinical placement four to six 
weeks following the intervention. This was undertaken to ascertain the maintenance 
of any changes to the data over a period of time away from formal academic 
education. The questionnaire was adapted and any questions that produced repetitive 
data were removed, resulting in a shortened questionnaire. This was attached as an 
appendix in the students’ clinical portfolio allowing for submission of the 
questionnaire with their portfolio at the end of their workplace experience. The 
questionnaire was then separated from the students’ portfolio upon receipt by the 
Unit Coordinator, who then passed the completed survey to the researcher to 
maintain participant anonymity. 
The third year student questionnaire was distributed by the researcher who 
left the room whilst it was being completed. The students then deposited the 
questionnaire in a box at the front of the classroom which was taken by the tutor 
running the session to the university reception. All of the completed surveys were 
held in reception by an administrative member of staff until after the third year exam 
period when they were released to the researcher. The students were made aware of 
the process to provide transparency and eliminate issues related to dependency as the 
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researcher was assessing some of the potential participants who were enrolled in 
another unit in that he was teaching. 
The questionnaire responses included both qualitative and quantitative data 
that were separated for analysis. A database was constructed within the IBM SPSS 
Statistics version 21 (IBM, 2012) for analysis of the quantitative data and the data 
entered directly into the programme. An Excel database was created for content 
analysis of the qualitative data. Responses to the qualitative questions were entered 
exactly as written by the responders to provide accuracy to the analysis. 
 
4.4 Phase 3 – Pilot of the survey and intervention 
4.4.1 Pilot study 
A pilot study was conducted to test the validity and appropriateness of both 
the baseline questionnaire and the cinemeducation session and included the 
opportunity for participants to evaluate the movie clips used in the cinemeducation 
teaching session and the general theoretical content. The pilot study also provided 
the opportunity to test the study survey for ease of use and length of completion 
time. This allowed sufficent time to be allocated to the baseline survey within the 
study schedule. 
Participants were recruited from a pool of third year nursing students 
currently enrolled in the Bachelor of Nursing (BN) programme, Murdoch University. 
The researcher attended a third year lecture early in 2013 and provided the students 
with some context of the current study and invited volunteers who demonstrated a 
willingness to participate in the pilot study to establish contact via email. The 
researcher had no power relationship with any of the participants at the time of the 
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pilot study and had no assessment responsibilities for them. All nursing students who 
participated in the pilot study were provided with an information letter (Appendix J) 
and were asked to sign a consent form (Appendix K). A total of six third year 
nursing students volunteered to participate in the pilot study, which was conducted in 
February 2013 at a regional campus of Murdoch University as this was convenient 
for the participants. Nursing students who volunteered to participate in the pilot 
study were provided with afternoon tea as a token of appreciation for their time. 
Prior to the cinemeducation presentation the participants were requested to 
complete the baseline survey intended for the second year nursing students in the 
main study. Following the survey the students were also asked to complete an 
evaluation of how easy the survey was to complete and how long it took them 
(Appendix L). The survey took the students an average of 20 minutes to complete 
which suited the 30 minute timeframe allocated to survey completion in the main 
study. Only two comments were made regarding a lack of understanding within the 
survey. Both comments claimed some of the terms in the I-PANAS-SF were 
ambiguous, however, as this was an established tool that had been previously tested 
for validity and reliability no alterations were made. No other suggestions for change 
to the survey were made. 
The participants were then presented with the cinemeducation session. The 
session was conducted as it would be in the main study. The session was piloted to 
test for validity and reliability of the movie clips via completion of a short evaluation 
(Appendix M). All comments received were positive and provided evidence of a 
valid pedagogic session for the targeted study poulation in terms of content and 
delivery method (Table 4.2). As the theoretical component was the same as the 
standard education session, this too can be deemed a valid and reliable pedagogy. 
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Only one participant made a comment for improvement in the cinemeducation 
session, that ‘maybe a quick intro of what was to be observed for in the scene be 
presented’. This comment was considered and relevant information asking students 
receiving the cinemeducation session to look within the movie clips for areas of 
aggression and violence rather than just the story line was incorporated into the 
introduction slide of the main study.  
  
 
  
 
Table 4.2. 
Pilot study qualitative comments 
Questions 
Responses 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 Participant 6 
Please describe what 
was good about the 
session with the movie 
clips 
Real life scenarios 
that made you think 
about the actions of 
the characters, there 
were great examples 
of aggression and 
violence 
It was good to have a 
visual perspective of 
the scenarios to relate 
to the stages of 
aggression and 
violence 
The movie clips 
provided alternative 
perspectives on 
aggression and 
violence, it triggered to 
think about how 
different things can 
ignite aggressive 
behaviours 
The movies portrayed 
Aggression and violence 
in a realistic way, 
allowing the viewer to 
understand the many 
different ways A&V can 
be portrayed 
Really enjoyed having 
the different media to 
reinforce the message 
being given. All the 
clips were relevant to 
the Power Point and 
the presentation. 
I loved that they were 
familiar in which brought 
a sense of reality behind 
them. They were of good 
value and enjoyable to 
watch not dull and boring 
Please describe how the 
session with the movie 
clips could be improved 
Didn’t think it needed 
improving - -enjoyed 
the session and it 
showed what we were 
learning. The clips 
that were used were 
very appropriate 
 The movie clips could 
be improved by maybe 
displaying a quick 
intro of what to be 
observed for in the 
scene 
 
 
I thought the session 
was appropriate and no 
need for improvement. 
The clips were varied 
I liked the structure 
and content of the 
session. It had good 
flow and nice mix of 
the clips and 
theoretical 
explanations 
I don’t think there would 
be anything that could be 
improved in regards to the 
movie clips I thought the 
timing was great. 
1
8
5
 
  
 
 
 
Questions 
Responses 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 Participant 6 
Please describe how the 
session with movie clips 
helped you learn about 
aggression and violence 
Could see the 
scenario and the 
different steps, with 
each clip 
demonstrating what 
we had just discussed 
It was good to see the 
different scenarios 
that explained the 
process of different 
triggers that lead to 
aggression or 
violence 
It helped provide 
realistic interpretation 
of how sudden A & V 
could occur, how you 
can visualise, de-
escalate situations and 
how people deal with 
different situations. It 
also displayed how we 
need to be considerate 
of internal and external 
factors 
Personally I learn 
through graphic images 
more than theory. 
There is definitely a 
need for the theory 
behind the topic but the 
movies enabled me to 
understand more about 
A&V in a healthcare 
setting 
Having no prior training 
in aggression and 
violence I found I learnt 
a lot. It was also helpful 
to be able to reflect on 
things that happen on 
clinical prac and to be 
reassured that my 
thoughts and feelings are 
the normal responses to a 
situation. 
Movie clips make you 
think about the reality of 
violence/healthcare and 
the importance of 
ensuring we look after 
ourselves as well as 
taking into consideration 
the patients well-being 
but noting there is 
always something behind 
the aggression and 
violence that can be 
helped. 
1
8
6
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4.5 Phase 4 – data analysis 
Data analysis for the quantitative data gathered from the second and third 
year student nurses was conducted using Predictive Analytical Software (PASW), 
SPSS Statistics version 21 for Windows (IBM, 2012), where the independent 
variables were the type of targeted education, i.e. either didactic or cinemeducation 
and the dependent variable was the student nurse’s resilience to aggression and 
violence in the clinical setting. Between and within groups differences in baseline 
variables were examined using chi square tests for categorical variables and either 
analysis of variance (ANOVA) or multivariate analysis of variance (MANOVA) for 
continuous variables where appropriate. It was expected there would be an increase 
in positivity and resilience across both interventions, with the second year nursing 
students who were exposed to the cinemeducation showing the greatest increase in 
positivity and resilience towards aggression and violence in the clinical area. The 
techniques used for analysing the second year data included parametric and non-
parametric tests for descriptive data and content analysis for the written response 
questions. 
Initially the study design only included a survey of the third year nursing 
students to investigate if the level of their exposure to aggression and violence in the 
clinical setting was comparative to second year students, and what levels of 
resilience they may have developed without receiving any formal education in the 
area. However, due to the high levels of exposure to aggression and violence 
reported and the implication of a small number of the university’s clinical educators 
as perpetrators of aggression and violence in the clinical area, the cinemeducation 
session was then delivered to the third year students and an information session on 
the student feedback received was provided to the clinical educators. Following the 
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intervention, an amendment to the ethical approval was sought and granted to 
perform a follow up survey of the third year students post-intervention and to gather 
feedback on the findings from the clinical educators during their information session 
(Figure 4.2). However, linking of pre- and post-survey data for the third year 
students was not possible due to the unplanned nature of the intervention and follow 
up survey in the initial study design and the non-identifiable nature of the third year 
students’ initial data. Both the qualitative data and quantitative data obtained was 
analysed for in group and between group differences. The techniques used to analyse 
the data are now discussed. 
 
Initial Study 
Design
Additional 
Phase
Third Year Cohort 
Nursing Students
(n=56)
Third Year 
Prevalence and 
Resilience Survey 
Conducted
Cinemeducation 
Given to entire 
Third Year Cohort
(n=94)
Information 
Session Given to all 
Clinical Educators
Third Year Cohort      
Follow Up Survey 
Feedback comments 
collated for evidence
Data Analysis 
Completed
 
Figure 4.2. Third Year Analysis Process 
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4.5.1 Quantitative data 
4.5.2 Analysis of descriptive data 
Data was reported using frequencies, percentages and either median and 
interquartile range or mean and standard deviation (SD) according to normality and 
presented in diagrams, tables and graphs. Missing values were few and sporadic 
throughout the data set and were not associated with any particular question. 
Therefore, mean substitution was used to replace missing information from the 
questionnaire data and any missing values were replaced with the series mean for the 
specific variable (Allen & Bennett, 2010).  
The decision to use parametric or non-parametric tests was based on the 
assumption of normality, that the ‘data be distributed symmetrically around the 
centre of all scores’ (Field, 2013, p. 19). The current study identified normality using 
a visual P-P plot and the assumption of normality was conducted prior to carrying 
out any statistical tests. It was identified that normality was violated in several of 
data sets, therefore MANOVA non-parametric tests were performed to ascertain any 
within and between group differences. 
Due to the data not conforming to normal distribution the data were ranked 
for non-parametric analysis. Rank ordering of the data is recommended when the 
data is not normally distributed and can produce similar results to their parametric 
equivalents and it is reported that nonparametric tests lose minimal power with 
ranked scores compared to parametric tests (Thomas, Nelson & Thomas, 1999). The 
participants’ scores for resilience, positivity and their attitude towards aggression are 
reported, prior to ranking of the data, as means for the two education groups in the 
second year cohort and for the two independent third year groups. A MANOVA for 
related samples was used to investigate the impact of the aggression and violence 
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education on the second year participants’ resilience to aggression and violence pre-
intervention, immediately following the intervention and at eight weeks post 
intervention. The MANOVA was also used to assess the results from the I-PANAS-
SF and the ATAS to identify whether the education affected their positivity or their 
attitude towards aggression. Results were reported using, means, standard deviation, 
degrees of freedom and significance. All p values lower than .05 were considered 
significant. As the pre- and post-survey data from the third year student nurses were 
not linked a one way between groups ANOVA for independent samples was used to 
test for significant difference in resilience, attitude and positivity to aggression and 
violence before and after intervention.  
 
4.5 3 Qualitative data  
Two subsections of open ended questions were included in the surveys to 
gain an understanding of the students’ specific perceptions. The open ended 
questions in the baseline and post-practicum surveys for the second year students 
were included to gather information relating to specific physical and non-physical 
violence they had experienced. This was in addition to the quantitative evidence and 
sought specific information regarding their feelings following the incidents. Each 
survey asked three questions towards non-physical violence and three towards 
physically violent incidents. The same data were also gathered from the third year 
students for comparison. The follow up surveys contained three additional questions 
to provide students the opportunity to provide feedback on the education session 
they received. There were an additional three questions pertaining to each of the 
cinemeducation and standard education sessions and sought information relating to; 
enjoyment of the sessions, any improvements to be made to the sessions and how the 
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sessions assisted in learning about aggression and violence in healthcare. Specific 
qualitative analysis methods were undertaken for the data gathered in these 
components of the surveys.  
 
4.5.3.1 Thematic analysis  
Upon gathering the qualitative data, thematic analysis was chosen to gain an 
understanding of the students’ responses. Thematic analysis is a ‘method for 
identifying, analysing and reporting patterns (themes) within data’ (Braun & Clarke, 
2006, p. 79). Thematic analysis has been used in a variety of disciplines including 
the health sector as a means of interpreting qualitative responses into contextual data. 
Qualititative data including written responses to questions can provide 
information relating to specific human responses and how people react to situations, 
and it has been suggested that people will disclose more than they intend to when 
responding to qualitative questions (Smith, 2000). The analysis of the data obtained 
in this study focused on manifest content. Manifest content describes what is obvious 
and visible in the responses (Graneheim & Lundman, 2004) and represents the 
qualitative data gathered in this study as the qualitative questions in the survey 
directed the respondents to provide answers relating to specific experiences.  
In this study the qualitative questions were used as a means to further 
understand through the medium of written text how students respond to violent and 
aggressive incidents. The written information provided by the students allowed their 
information to be transferred to the researchers. The initial stage of thematic analysis 
has to take the potentially large number of responses and reduce them to manageable 
components. This can be achieved by assimilating them into a meaning unit or 
textual unit to create a theme or themes (Krippendorff, 2004). Condensation is a 
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process where a large response can be condensed into individual words or a group of 
words that is easier to interpret whilst maintaining the core of the subject matter 
(Graneheim & Lundman, 2004). The act of condensation allows for the meaning 
units to be labelled or coded based upon the words or phrases extracted through 
condensation. However, meaning units can be subjective and be influenced by the 
researchers own experiences and beliefs. To minimise the risk of this bias, the 
researcher developed the meaning units over several iterations and discussed them 
with supervisors and agreement was met. A code can be given to words, phrases or 
events and allows the data to be considered in different ways (Graneheim & 
Lundman, 2004), therefore the structured approach of coding as part of abstraction is 
imperative if valuable information is to be extrapolated from the data. A coding 
process was devised before the analysis was performed. 
 
4.5.3.2 The coding process  
The coding of data in thematic analysis allows for words or phrases that 
appear interesting to the researcher to be grouped. The coding may be driven by the 
data itself or by the underpinning theory (Braun & Clarke, 2006). It is imperative 
that the coding process follows a pre-established set of rules that are explicit and can 
be applied reliably (Krippendorff, 2004).The coding in this study was based on the 
ethos of Krippendorf (2004) and guided by the literature as this was used to write the 
qualitative questions. The qualitative data formed three constructs: manifest content, 
descriptive categories and themes. 
The formation of codes from meaning units of larger portions of text allows 
the researcher the ability to use key words or phrases to draw out pivotal elements 
and meaning from the responses. Codes, otherwise known as units, allow for 
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comparison of different written information and provide the researcher the 
opportunity to observe for occurrence patterns or frequency of words (Smith, 2000). 
Due to the nature of the themed questions the students’ responses were focused in a 
specific direction and usually consisted of a few words rather than several lines of 
text, therefore codes were suitable to be used in this study and provided a means of 
gaining an understanding of overall student response. 
When answering the aggression and violence questions, the codes usually 
consisted of individual words such as ‘scared’ or ‘shouting’ but could also contain 
couplets of words such as ‘ verbal abuse’ or ‘punched face’. The responses to the 
education centred questions were slightly longer in length but the use of codes was 
still applicable due to the focus of the question. Responses contained words such as 
‘fantastic’ and ‘enjoyed’ as well as phrases such as ‘made me aware’ and ‘found it 
great’.  
Once the coding was completed, categorisation of the codes was undertaken. 
Categories are groups of codes that are similar in content. Categories can be grouped 
and regrouped and can be collapsed together with the aim to have as few categories 
as possible in order to attain maximum clarity (Schneider & Whitehead, 2012). 
Within the categorisation process relationships between codes and categories are 
established. For instance the codes ‘scared’ and ‘shaken up’ are placed in the 
descriptive category ‘fear and anxiety’, and placed in the theme ‘overpowered and 
controlled by personal experience of aggression and violence’. 
A theme is a thread that is evident throughout the data and researchers can let 
these threads emerge throughout the coding process and allow themes to emerge 
inductively (Morse, 2002), or a theme can be ‘a priori’ and be based on the 
researcher’s prior understanding of the subject (Schneider & Whitehead, 2012, p. 
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151). The themes in this study were informed by the literature explored by the 
researcher for this study but also evolved based on the responses from the 
participants and subsequent coding of the data. 
 
4.5.4 Rigor and trustworthiness  
It is essential that the quality of any research can be assessed and is evident 
throughout the research process. This research uses predominantly quantitative data, 
therefore, the validity and reliability of the quantitative data collected will be the 
main focus of quality in this study. However, it is also equally important to consider 
the trustworthiness and rigor of the qualitative data to provide a holistic account of 
the quality of the current study. The rigor associated with the intervention 
methodology and development has been described in the previous chapter. 
 
4.5.5 Trustworthiness 
The aim of research studies is to develop knowledge through the production 
of scientific evidence. To be able to classify evidence as scientific, the research 
process associated with the gathering of evidence has to be carried out in a rigorous 
manner (Rolfe, 2006). Rigor, therefore, establishes the quality of the research 
presented, although how this is recognized in qualitative research is under 
considerable debate in the literature. It has been suggested that alternative analysis of 
the quality of qualitative research ultimately does not differ to that of reliability and 
validity used in positivist research (Rolfe, 2006).  
As with the aggression and violence literature it is argued that there are no 
clear definitions of validity and reliability and indeed there are many differing 
opinions and blurring of definition boundaries (Hammersley, 1987). However, it is 
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widely accepted that validity and reliability focus upon the measurement tool’s 
ability to measure what it is intended to measure whilst maintaining consistency, 
generalizability and accuracy (Rolfe, 2006). Validity has been described by 
Denscombe (2002) as concerning ‘the accuracy of the questions asked, the data 
collected and the explanations offered’ (Denscombe, 2002, p. 100). Therefore valid 
research identifies what is genuine and is a true representation of real life as opposed 
to poor data collection and subjective interpretation by the researcher. Furthermore, 
Denscombe (2002) also provides guidance as to what constitutes reliability 
suggesting it: ‘relates to the methods of data collection and concern that they should 
be consistent and not distort findings’ (Denscombe, 2002, p. 100). This infers that 
quantitative research is consistent and does not vary regardless of either occasion or 
the researcher involved. Given this, research methods can be considered reliable 
when similar findings can be reproduced regardless of time, person or place.  
Conversely, the assessment of rigor in qualitative research is a more complex 
process due to the differing ideals of rigor. Qualitative research blends the concepts 
of reliability and validity to evaluate quality as a concept of trustworthiness. The 
assessment of trustworthiness is largely based around the four criteria of credibility, 
auditability, fittingness and confirmability (Guba, 1981). Based upon these criteria 
one or more of six positions for assessing trustworthiness can be adopted that best 
suit the research project. One of these positions acknowledges that it is suitable to 
use the criteria of reliability and validity to ensure rigor in qualitative research 
(Schneider & Whitehead, 2012). Indeed, it is argued that due to the way quantitative 
research is conducted, verification strategies that ensure reliability and validity of 
data are suitable to safeguard rigor in qualitative research (Morse, Barrett, Mayan, 
Olson & Spiers, 2008). 
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The verification strategies identified by Morse et al. (2008) of 
‘methodological coherence, sampling sufficiency, developing a dynamic relationship 
between sampling, data collection and analysis, thinking theoretically and theory 
development’(Morse et al., 2008, p. 18) have been considered in establishing rigor in 
the qualitative paradigm of this research. As discussed, the categorical agreement of 
the design and construction of the questionnaire was obtained through multiple draft 
developments in conjunction with the researcher’s supervisors. This led to high 
accuracy of the questionnaire and appropriateness of changes to the instruments 
used. 
 
4.5.6 Reliability and validity of the study data 
Within quantitative research the evaluation of reliability and validity of the 
measurement tool used is essential to the production of meaningful data. Validity 
assesses whether the measurement tool is measuring what it intended to measure 
whereas reliability refers to the generalizability, credibility and consistency of the 
measurement tool (Maltby, Williams, McGarry & Day, 2010). The validity and 
reliability of this study and the principles used are now discussed. 
In order for the findings to generate further research or develop practice it is 
imperative that the research generated from the measurement tool is dependable and 
believable (Schneider & Whitehead, 2012). To ascertain this, it is important to assess 
the questionnaire for content, face and construct validity. In this study the 
questionnaire was designed and assembled with the research supervisors. The 
structure of the questions, categories, themes and terminology were all discussed in 
detail and adapted for the target group. The questionnaire was pilot tested with a 
group of third year nursing students for face validity and appropriateness of the 
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questions. The survey took the participants an average of 20 minutes to complete and 
no-one felt that changes needed to be made. There were some comments from two of 
the participants regarding confusion over some of the terms in the I-PANA-SF, but 
after consultation with the researcher’s supervisors no changes were made as the tool 
already had established internal and external validity. The questionnaire used three 
recognized measurement tools to assess behavioural changes in the participants. All 
the tools have been used in previous research and are valid and reliable. 
Establishing reliability is essential as it establishes consistency of the 
measurement tool and identifies whether the results can be reproduced (Schneider & 
Whitehead, 2012). In evaluating internal consistency, Cronbach’s alpha is a 
commonly used indicator of consistency, therefore demonstrating reliability. The 
Cronbach’s alpha level ranges from 0-1 but generally instruments with an alpha >.9 
have high reliability and little error, whereas an alpha <.5 indicates an instrument is 
not reliable. Each of the measurement tools used in the questionnaire had previously 
undergone extensive evaluation for reliability and validity and all had demonstrated 
adequate or higher Cronbach’s alpha levels. 
The qualitative data obtained in the questionnaire were related to the 
students’ previous experiences of aggression and violence and in the second survey 
of their opinions of the intervention sessions. The questions were devised through 
consultation with the researcher’s supervisors and were evaluated for construct and 
ambiguity of terms in the pilot study. The pilot study did not provide any new data 
relating to the qualitative questions, therefore no further testing of the questions was 
undertaken. 
In summary validity and reliability were ensured in the study through: 
 conducting a pilot study prior to implementation 
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 employed suitable verification strategies, theory development and 
methodological coherence between intervention methods and research 
methods  
 categorical agreement of questionnaire development and construction 
and 
 integration of appropriate and previously tested measurement tools into the 
questionnaire that were suitable for detecting behavioural changes in the 
participants congruent to the research question and setting. 
 
4.6 Ethical issues 
To maintain anonymity throughout the course of this study an individual 
code that the students self-generated was used to link pre- and post-intervention 
surveys in the second year student nurse cohort. Guidance on how to generate the 
code was given at the start of the survey. Electronic data obtained was stored on a 
password protected secure server within Murdoch University and information 
contained in paper format was stored in a locked cupboard within the postgraduate 
area of the school. All data will be kept for five years before being destroyed. Only 
the researcher and his supervisors have access to the data. The researcher devised 
and delivered the education program but was not involved in any other aspect of the 
students’ education including setting or marking of assessments. Students were made 
aware of this and maintained their right to refuse to complete the survey. 
The standard education group were assigned to attend a didactic lecture style session 
on aggression and violence in the clinical setting. This ensured that the group was 
not disadvantaged. Permission from the School Dean and Unit Coordinators was 
obtained prior to the study and consent from all the students to participate was 
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gained. Only aggregated data was used to describe research findings. There were no 
conflicts relating to confidential information and there is no evidence that the 
research will generate any intellectual property issues. It is possible for students to 
become emotionally distressed due to the nature of the subject, however, no adverse 
outcomes were reported during the study. Students were free to withdraw from the 
study at any time and encouraged to report any adverse feelings.  Following analysis 
of the third year data further ethical approval was sought and granted to allow for the 
researcher to re-survey the third year students following delivery of the 
cinemeducation intervention and to gather qualitative data from an information 
session given to the clinical educators regarding the students’ exposure to aggression 
and violence. Human Research Ethics Committee (HREC) approval was granted for 
the study: Project Number 2012/126 (Appendix N). 
 200 
 
Chapter 5: Phase One – Prevalence, attitudes, resilience and 
positivity findings for second and third year nursing 
students 
5.0 Introduction 
This chapter presents the results of the quantitative data collected with a view 
to providing answers to the following two research questions: 
1. what is the prevalence of and types of aggression and violence experienced 
amongst second and third year pre-registration nursing students?; 
2. what is the difference in attitude, resilience and positivity towards aggression 
in the clinical setting immediately following and four to six weeks post-
intervention in the second year students receiving education on aggression 
and violence using cinemeducation compared to standard education? 
 
Data were gathered using open and closed questions pertaining to students’ 
personal experiences of aggression and violence to determine their prevalence, type 
and severity. Outcome measures used to collect data to answer the second research 
question were the 14 item Resilience Scale, the Attitude Towards Aggression Scale 
(ATAS) and the International Positive Affect Negative Affect Short Form scale (I-
PANAS-SF). In the initial study design data were collected at baseline for second 
and third year students and at baseline, post intervention and post clinical practicum 
for second year students receiving the education intervention.  
Descriptive data were analysed using frequencies, percentages and either 
mean (M) and standard deviations (SD) or median and interquartile ranges (IQR). 
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5.1 Characteristics of the sample 
This section reports on recruitment, attrition and demographic characteristics 
of the sample. Data will be presented using a narrative summary supported by tables 
and charts.  
5.1.1 Recruitment and sample attrition 
The loss to follow up of study participants can greatly affect study findings 
and a clear outline of baseline characteristics and attrition over time is required to 
ensure reliability and generalizability of the findings. In total 168 nursing students 
(N=112 in second year and N=94 in third year) were invited to participate in the 
study. A final sample of 154 students was recruited to participate with a response 
rate of 74% (n=97 second year and n=56 third year). 
As the third year group completed only a baseline questionnaire in this phase, 
there was no attrition over time for this study group. The loss to follow up of the 
sample of second year nursing students is complex as it occurred at varying points of 
the data collection and consequently impacts upon the presentation and 
understanding of the study findings. The loss to follow up in the second year group 
occurred in two ways, attrition of participants at each of the follow up points and 
also through missing data from failure to complete questionnaires correctly by some 
of the participants.  
Loss of participants occurred at either one of two stages in the study; 
immediately following intervention or at post clinical practicum. Only 20% of the 
study participants completed a total of all three questionnaires with an additional 
21% of participants completing both the baseline and post intervention 
questionnaire. A small number of students also completed questionnaires at post-
intervention and post-clinical practicum without having previously completed a 
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baseline questionnaire. This was despite written and verbal instructions advising 
students only to complete follow up questionnaires if they had completed one at 
baseline.   
Consequently attrition, in combination with the occurrence of differing 
individuals completing the questionnaires at each stage, impacted the sample 
available for repeated measures analysis at each of the three stages of baseline, post-
intervention and post-practicum. The baseline sample included all those participants 
who consented from the initial recruitment (n=97) whereas the participants 
completing questionnaires at post intervention (n=80) and post clinical practicum 
(n=48) were greater than the number of participants who completed questionnaires at 
all three stages of the study (n=26) as shown in Figure 5.1. 
 
 
Figure 5.1. Second year nursing students questionnaire completion pattern 
Completed only Baseline 
Questionnaire 
28% 
Completed Only Post 
Intervention Questionnaire 
14% 
Completed Only  
Post Clinical Practicum 
Questionnaire 
10% 
Completed Baseline and 
Post Intervention 
Questionnaire 
21% 
Completed Baseline and   
Post Clinical Practicum 
Questionnaire 3% 
Completed Post 
Intervention and Post 
Clinical Practicum 
Questionnaire  
4% 
Completed All 3 
Questionnaires 
20% 
Other 
17% 
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5.1.2 Demographic characteristics 
There were 97 second, and 56 third year nursing students recruited at 
baseline from a Perth metropolitan university and their demographic characteristics 
are displayed in Table 5.1. Participants were predominantly female with a broad 
range of ages from 17 to 54 years (M=29.8), with the majority under 45 years and 
without children. Annual family income did differ between year groups with more 
third year than second year students reporting a combined household income over 
$100,000, although this was not statistically significant (Table 5.1). Approximately 
one quarter of third year students and one third of second year students earned less 
than $30,000 per annum and approximately one half of students in each year group 
undertook ten hours or more per week of paid employment (Table 5.1). There were 
no significant differences in the characteristics of the students who failed to complete 
all three questionnaires compared to those who did (Table 5.2), however, it is of 
interest to note that there were no male participants amongst the students who 
completed all three questionnaires. 
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Table 5.1. 
Demographic characteristics of student participants at baseline (N=153) 
Demographic characteristic Second year 
students (n=97) 
Third year 
students (n=56) 
Sig. (2-tailed) 
<.05 
Male 6.3% (n=6) 5.4% (n=3) 
.812 
Female 93.7% (n=89) 94.6% (n=53) 
Age 17-24yrs 44.2% (n=42) 46.4% (n=26) 
.780 
Age 25-34yrs 27.4% (n=26) 23.2% (n=13) 
Age 35-44yrs 12.6% (n=12) 21.4% (n=12) 
Age   >44yrs 15.8% (n=15) 8.9% (n=5) 
Annual family income (AFI)    
<$30,000 37.2% (n=35) 29.4% (n=15) 
.407 
$30,000 – $49,999 5.3% (n=5) 9.8% (n=5) 
$50,000 - $69,999 12.7% (n=12) 9.8% (n=5) 
$70,000 - $99,999 17% (n=16) 15.6% (n=8) 
>$100,000 27.7% (n=36) 35.3% (n=18) 
Number of Children    
0 48.9% (n=46) 53.7% (n=29) 
.337 
1 4.3% (n=4) 9.3% (n=5) 
2 24.5% (n=23) 16.7% (n=9) 
3 14.9% (n=14) 9.3% (n=5) 
4 3.2% (n=3) 7.4% (n=4) 
>4 4.4% (n=4) 3.7% (n=2) 
Hours of paid employment *9.62 ± 9.93 *11.70 ± 11.40 .342 
* M and SD 
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Table 5.2. 
Demographic characteristics of student participants who completed all three 
questionnaires compared to those who did not (N=95) 
Demographic characteristic Second year 
students 
completed all 
three 
questionnaires 
(n=26) 
Second year 
students non-
completion of all 
three 
questionnaires 
(n=69) 
Sig. (2-tailed) 
<.05 
Male Nil 8.7% (n=6) 
.122 
Female 100% (n=26) 91.3% (n=63) 
Age 17-24yrs 57.7% (n=15) 39.1% (n=27) 
.130 
Age 25-34yrs 23.1% (n=6) 29% (n=20) 
Age 35-44yrs 11.5% (n=3) 13.1% (n=9) 
Age   >44years 7.6% (n=2) 18.8% (n=13) 
Annual family income (AFI) (n=26) (n=68)  
<$30,000 50% (n=13) 32.4% (n=22) 
.414 
$30,000 – $49,999 Nil 7.3% (n=5) 
$50,000 - $69,999 11.5% (n=3) 13.2% (n=9) 
$70,000 - $99,999 11.5% (n=3) 19.1% (n=13) 
>$100,000 26.9% (n=7) 27.9% (n=19) 
Number of Children (n=26) (n=68)  
0 61.5% (n=16) 44.1% (n=30) 
.260 
1 Nil 5.9% (n=4) 
2 11.5% (n=3) 29.4% (n=20) 
3 23.1% (n=6) 11.8% (n=8) 
4 3.8% (n=1) 2.9% (n=2) 
>4 Nil 6% (n=4) 
Hours of paid employment (n=26) (n=67)  
 *9.35 ± 7.86 *9.73 ± 10.68 .868 
*M and SD 
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5.2 Characteristics of aggression and violence experienced by second and 
third year nursing students 
Prior to commencement of the study the author’s aims were focused on 
developing students’ coping skills to deal with aggression and violence in the 
clinical area. However, following examination of the literature, it was discovered 
that little was understood of the extent and type of aggression and violence that 
nursing students faced in the clinical environment. Therefore, self-report data 
pertaining to the nursing students’ experiences were collected and are now presented 
in addition to also being published elsewhere (Hopkins et al., 2014). This data 
includes experiences of physical and non-physical aggression and also describes any 
previous aggression and violence education the students had undertaken.  
 
5.2.1 Physical violence and aggression  
Over a third of the second and third year students reported experiencing 
physical violence in the clinical setting with almost one half of these reporting more 
than one incident (Table 5.3). Nearly 60% of the students who experienced physical 
violence stated it occurred within the last six months with some students sustaining a 
related injury. Data about the specific type of injury was not gathered, however, 
forms of physical violence experienced by students included being punched, slapped, 
grabbed, bitten and pushed. Students also reported having an object thrown at them 
and, in one instance, an attempted stabbing (Table 5.3). Almost all of the 
occurrences of physical violence were perpetrated by a patient and in the three cases 
where students identified a colleague as the perpetrator, two were registered nurses 
(Table 5.3). 
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Just over half (55%) of the second year students either never or rarely felt at 
risk of physical violence with the remaining 45% feeling at risk either sometimes, 
often, or all the time (Table 5.4). Similar to the second year students around 60% of 
third year students who experienced physical violence said they either never or rarely 
felt at risk of physical violence in the workplace with the remaining 40% feeling at 
risk either sometimes, often or all the time. Actual physical violence was reported by 
over 30% of the third year students, more than half of whom experienced the abuse 
in the last 12 months, with the patient being the main perpetrator (Table 5.3).  
The physical violence experienced by the students resulted in four of the 
second year students and two of the third year students sustaining an injury. These 
injuries resulted in five of the students requiring time off work. The type and severity 
of injury was not specified. 
The physical aggression data were analysed to ascertain whether the second 
year students’ level of perceived risk of physical aggression and violence changed 
from baseline to post clinical practicum following the intervention. Immediate post-
intervention data was not available to test for change since questions relating to 
perceived risk were omitted from the survey as the students had not been on clinical 
placement since the baseline questionnaire and therefore had no potential exposure 
to further aggression and violence.  
The assumption of normality for ‘perceived risk of physical aggression’ 
scores was violated for group comparisons as assessed by Shapiro-Wilk’s test (p < 
.05), therefore a Wilcoxon signed rank test was performed. Of the 30 participants 
who completed questionnaires at baseline and at post-clinical practicum, there was a 
statistically significant decrease in perceived risk of physical aggression following 
the education interventions and post practicum experience (z = 2.21, p = .027, d=.44) 
with small to moderate effect, (Table 5.4). Of the 30 participants who completed 
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questionnaires at both time points, 16 received the cinemeducation intervention and 
14 the standard education. There was a statistically significant decrease in perceived 
risk of physical aggression following the standard education intervention and at post 
practicum experience in the standard education group (z = 2.33, p = .020, d=.62) 
with large effect. There was no statistically significant decrease in perceived risk of 
physical aggression in the cinemeducation group immediately following either the 
intervention or at post clinical practicum (z = 1.15, p = .249, n=16).  
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Table 5.3. 
Type of physical aggression incidents (n=51) experienced by year of student 
Type of physical 
aggression reported 
Second year students 
(n=33) 
Third year 
students (n=18)  
Grabbed 30.3% (n=10) 27.8% (n=5) 
Pushed 3% (n=1) 5.6% (n=1) 
Bitten 6.1% (n=2) nil 
Punch or attempted 
Punch 
36.4% (n=12) 50% (n=9) 
Object thrown 9.1% (n=3) 5.6% (n=1) 
Slap nil 5.6% (n=1) 
Kicked nil 5.6% (n=1) 
Attempted stabbing 3% (n=1) nil 
Perpetrator   
Patient 
Colleague 
 
97% (n=32) 
3% (n=1) 
 
88.9% (n=16) 
11.1% (n=2) 
 
 
Table 5.4.  
Perceived risk of physical aggression and violence for student participants (n=152) 
Level of perceived risk of physical 
aggression and violence 
Second year students 
(n=97) 
Third year students 
(n=55) 
Never 9.3% (n=9) 20% (n=11) 
Rarely 45.4% (n=44) 38.2% (n=21) 
Sometimes 35.1% (n=34) 34.5% (n=19) 
Often 8.2% (n=8) 5.5% (n=3) 
All the time 2.1% (n=2) 1.8% (n=1) 
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5.2.2 Non-physical violence and aggression 
Just over 58% of the second year nursing students reported a history of 
experiencing non-physical violence during clinical practice with all of these students 
reporting that it occurred more than once (Table 5.5). The third year students 
reported similar levels of exposure to non-physical violence, however, more students 
reported that they had only experienced non-physical violence on one occasion 
(Table 5.5). The perpetrator in these cases was predominantly the patient but other 
healthcare workers were also identified (Table 5.5). Around 40% of the second and 
third year students reported that they either never or rarely felt at risk of non-physical 
violence whereas almost 60% felt at risk either sometimes, often or all the time 
(Table 5.6). A small proportion of second year (n=7) and third year students (n=2) 
reported experiencing non-physical aggression and violence but did not provide any 
further data relating to their experiences.
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Table 5.5. 
Frequency and perpetrator of non-physical aggression and violence experienced by 
student participants (n=87) 
Frequency of non-
physical aggression 
and violence 
Second year students 
(n=48) 
Third year students 
(n=30) 
One occasion nil 36.7% (n=11) 
>One occasion 100% (n=48) 63.3% (n=19) 
Frequency  *6.19 ±16.08 *6.30 ±10.28 
Perpetrator of non-
physical aggression 
and violence 
Second year students 
(n=54) 
Third year students 
(n=33**) 
Patient 85.2% (n=46) 60.6% (n=20) 
Patient’s relative 3.7% (n=2) 9.1% (n=3) 
Registered nurse 3.7% (n=2) 18.2% (n=6) 
Care assistant 5.6% (n=3) 9.1% (n=3) 
Colleague 1.9% (n=1) nil 
Clinical educator nil 3% (n=1) 
Required Time off 
work 
Second year Students 
(n=54) 
Third year students 
(n=34) 
 1.9% (n=1) 8.8% (n=3) 
*M and SD 
** Some students reported more than one perpetrator 
 
A similar number and type of the non-physical incidents experienced by 
second year students were also reported by third year students with both groups 
exposed to such an incident on more than one occasion (Table 5.5). One third stated 
that they either never or rarely felt at risk of non-physical violence with the 
remainder feeling at risk either sometimes, often or all the time (Table 5.6). The 
majority of incidents (71%) had occurred within the previous 12 months. The third 
year students reported similar categories of perpetrators to the second year students 
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although there was an extra report of a healthcare worker as the perpetrator (Table 
5.5). It was reported by both third year and second year students that as a direct 
result of the effects of the non-physical aggression and violence, time off work was 
required (Table 5.5). 
As with perceived risk of physical aggression and violence, the students’ 
perceived risk of non-physical violence was analysed for statistically significant 
difference from baseline to post clinical practicum. The assumption of normality for 
‘perceived risk of non-physical aggression’ scores was violated for group 
comparisons as assessed by Shapiro-Wilk’s test (p < .05), therefore a Wilcoxon 
signed rank test was performed. Twenty nine second year students completed 
questionnaires at baseline and post-clinical practicum and provided data stating how 
at risk they felt of non-physical violence in the clinical setting. Of the 29 participants 
who completed questionnaires at both time points there was no statistically 
significant decrease in perceived risk of non-physical aggression following either of 
the education interventions and post practicum experience ( z = 1.34, p = .180).  
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Table 5.6. 
Perceived risk of non-physical aggression and violence of student participants 
(n=153) 
Level of perceived 
risk of non-physical 
aggression and 
violence 
Second year students 
(n=97) 
Third year students 
(n=56) 
Never 6.2% (n=6) 8.9% (n=5) 
Rarely 36.1% (n=35) 25% (n=14) 
Sometimes 43.3% (n=42) 46.4% (n=26) 
Often 12.4% (n=12) 17.9% (n=10) 
All the time 2.1% (n=2) 1.8% (n=1) 
 
5.2.3 Previous aggression and violence training 
Prior to this study no students had received any previous aggression and 
violence training as part of their BN program. However, just over 20% (n=20) of 
second year nursing students had received previous training from a variety of other 
establishments such as healthcare and Training and Further Education (TAFE) 
facilities, prisons and local councils. Most of the students received their training at 
healthcare facilities (70%) with the remaining students distributed among other 
establishments (Figure 5.2). The third year nursing students had similar reports of 
previous aggression and violence training to that of the second year students with 
27% (n=15) having attended some form of training, all of whom had received their 
training at a healthcare facility (Figure 5.2).  
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Figure 5.2. Previous aggression and violence training received by second and third 
year nursing students by training establishment  
 
Students reported that the training they had received included what to do, 
what to say, prioritisation, risk assessment, triggers of aggression, types of 
aggression, de-escalation, how to communicate, non-verbal communication and 
restraint techniques. The techniques and topics taught were varied but most students 
who had received the training reported that it was comprised mostly of theoretical 
components, with the practical techniques such as restraint taught less often (Figure 
5.3).  
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Figure 5.3. Percentage of the forms of aggression and violence training previously 
received by second year (n= 20) and third year (n=15) nursing students 
 
5.3 Students’ attitudes, positivity and resilience to aggression and violence 
Second year students (n=97) were asked to complete a questionnaire 
measuring resilience, positivity (I-PANAS-SF), and attitudes to aggression (ATAS) 
at three time periods: pre-intervention (baseline), post-intervention and post-
practicum. Responses were analysed using frequencies, repeated (within group) and 
between group measures. The loss to follow up and missing values resulted in low 
sample numbers (Figure 5.1) available for analysis of within group differences. 
However, analysis still provided some important findings. Third year student 
responses (n=56) at baseline for the Resilience Scale and ATAS were analysed as 
independent samples for between group analysis when compared to the second year 
data. Third year I-PANAS-SF data could not be analysed as nearly all of the sample 
failed to complete this component of the questionnaire in its entirety due to a 
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transcription error in the questionnaire, therefore any analysis would provide 
erroneous results. 
Prior to statistical analysis for between group differences, all data were 
examined for normality and due to the small sample size the Shapiro-Wilk test was 
undertaken. The overall scores for the Resilience Scale and ATAS confirmed that the 
data was not normally distributed (p < .05) and therefore non-parametric tests were 
used to analyse the data as outlined in the research methods chapter of this thesis. 
The communicative domain of the ATAS was identified as being normally 
distributed at post-intervention and post-clinical practicum by Shapiro-Wilk’s test (p 
= .152 and .09 respectively) but as the majority of the measurements were confirmed 
as being not normally distributed the non-parametric tests were used for all ATAS 
data. 
The scores for the I-PANAS-SF confirmed that the data were normally 
distributed in all elements of the scale apart from one negative affect element at each 
time point. These were: scenario four negative affect at baseline (p = .022), scenario 
three negative affect at post-intervention (p = .013) and scenario five negative affect 
at post-clinical practicum (p = .022). The I-PANAS-SF data were treated as normally 
distributed as the majority of the data did not violate the Shapiro-Wilk’s test and 
visual inspection of QQ and boxplots suggested that where there was a departure 
from normality, as in the cases above, it was mild. 
 
5.3.1: Independent frequencies of study measurement tools 
5.3.1.1 The Resilience Scale  
Prior to conducting statistical analysis, the internal consistency of the 14 
stage Resilience Scale was assessed. Cronbach’s alpha values were calculated for 
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completed questionnaires for the second and third year nursing students at baseline 
and were .92 and .96 respectively. Cronbach’s alpha values for the second year 
students post intervention and post clinical practicum Resilience Scale were, .93 and 
.94 respectively. These results indicated that the instrument was very reliable with 
high internal consistency. 
Student scores were calculated by totalling their responses to the 14 questions 
comprising the scale, resulting in an individual score for each student. The second 
year nursing students had a mean score of 81.3 (n = 94) at baseline, out of a possible 
98. The mean score then dropped to 80.7 at post-intervention (n = 79) before 
increasing again, surpassing the baseline mean to 81.9 at post-clinical practicum 
(n=38). The third year nursing students reported a mean resilience score slightly 
lower than the second year nursing students at 79.6.  
A one sample t-test was used to determine whether the second year resilience 
scores were significantly higher than the lowest possible score of 14. Mean resilience 
scores were significantly higher than the lowest possible resilience score of 14 at 
baseline (M 81.3, SD = 11.59, n=94) by a mean of 67.3, 95% CI [69.6, 64.9], t (93) = 
56.25, p = <.005; at post-intervention (M 80.7, SD = 13.36, n=79) by a mean of 66.7, 
95% CI [69.7, 63.7], t (78) = 44.37, p = <.005 and at post-clinical practicum (M 81.9, 
SD = 14.39, n=38) by a mean of 67.9, 95% CI [72.6, 63.1], t (37) = 29.07, p = <.005. 
The researcher has classified the scoring of the Resilience Scale into six 
categories from ‘very low’ to ‘high’ based upon descriptors given by the authors of 
the scale (Wagnild, 2009a). The mean scores of the students in this study resulted in 
a classification of moderate resilience at all time points of the study for all groups. 
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5.3.1.2 The Attitude Towards Aggression Scale 
The Attitude Towards Aggression scale consisted of five domains: offensive, 
communicative, destructive, protective and intrusive. Prior to conducting statistical 
analysis, the internal consistency of the scale was assessed for each of the five 
domains across all completed questionnaires for the second and third year students 
and were .85, .71, .72, .67 and .54 for offensive, communicative, destructive, 
protective and intrusive domains respectively. Although the Intrusive domain has 
low reliability (.54), the reliability of the combined domains for the overall part of 
this section of the questionnaire is good with a Cronbach’s alpha of .76. 
Each domain was scored according to the students response with one being 
the lowest possible score for each individual domain and five being the highest. The 
domain with the highest mean score was indicative of their overall attitude to 
aggression (Table 5.7). The offensive and destructive domains were the two highest 
scoring domains across all time points for both years (Table 5.7).
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Table 5.7.  
Means (M) and standard deviation (SD) for the ATAS domains for second and third 
year nursing students 
Second year nursing students  
 Domain M n SD 
Baseline 
Communicative 2.85 97 .86 
Offensive 4.04 97 .62 
Protective 3.15 97 .81 
Intrusive 3.43 97 .69 
Destructive 4.15 97 .56 
Post-
intervention 
Communicative 2.72 80 .94 
Offensive 4.16 80 .60 
Protective 3.27 80 .75 
Intrusive 3.29 80 .76 
Destructive 4.11 80 .68 
Post-clinical 
practicum 
Communicative 2.65 48 .92 
Offensive 4.09 48 .72 
Protective 3.43 48 .91 
Intrusive 3.31 48 .79 
Destructive 4.01 48 .70 
Third year nursing students    
Baseline 
Communicative 2.56 56 .72 
Offensive 4.14 56 .59 
Protective 2.90 56 .85 
Intrusive 3.28 56 .65 
Destructive 3.99 56 .69 
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5.3.1.3 The International Positive Affect Negative Affect Scale Short 
Form results 
Positivity in relation to students’ experiences of aggression and violence was 
analysed by testing the positive and negative responses to the last aggressive 
situation in which each student was involved, as well as to four scenarios (Figure 
5.4) describing clinical events involving violence and aggression. The students were 
scored based on their response to how they viewed each scenario and were then 
deemed to either view the scenarios positively or negatively. Only second year 
student data for the I-PANAS-SF is reported due to the transcription error in the 
third year students questionnaires. that resulted in over 50% of these respondents 
bypassing this section of the questionnaire and subsequently providing no data. 
Some third year students did complete elements of the I-PANAS-SF, however, they 
were a minority (n=25) and no participants completed the scale in full. Due to this 
unforseen error the minimal data available would not be representative of the sample 
and would possibly add misleading information to other analysis undertaken, 
therefore the third year I-PANAS-SF has been omitted from the analysis. 
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Figure 5.4. I-PANAS-SF Scenarios 
 
Scenario 1 
You are working in an aged care facility looking after Mr Smith, an 88 year old gentleman who 
has dementia. As you are helping him with his dinner, he becomes upset and starts shouting at you. As you 
try to reassure him, he throws his plate of food on the floor and strikes out with his fist, hitting you on the 
shoulder before you can move away. 
Scenario 2 
You are working in an emergency department and are asked to do a set of observations on a 26 
year old female who is intoxicated with alcohol. When you approach her and ask her if you can do her 
blood pressure she swears at you and tells you to leave the room. You attempt to tell her how important it 
is that you record her blood pressure. As you are talking to her she kicks out at you and you get kicked in 
the abdomen. 
Scenario 3 
You are working on an acute surgical ward and are looking after Mr Jones, a 48 year old 
gentleman who two hours post-operative following a cholecystectomy. Following his anaesthetic Mr Jones 
appears confused and is unaware of his surroundings. As you are checking his wound he grabs your arm 
and starts shouting for his wife. You try to reassure him but he squeezes your arm tighter and pulls you 
towards him. You manage to break free but your arm is bruised and you have an abrasion caused by Mr 
Jone’s nails. 
Scenario 4 
You are working on a busy medical ward and are doing your observation round. When you are 
about to go to one of your patients, a relative approaches you asking what is going on with their wife. 
When you reply that you do not know but will find out, the relative becomes very agitated and begins 
shouting and swearing at you. As you attempt to leave the area to find information for them, the relative 
blocks your path and physically holds you telling you that you need to tell him what is going on now. You 
have to shout for help from colleagues before the relative lets you go but continues to shout at you and 
your colleagues in front of your other patients. 
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Prior to conducting statistical analysis, the internal consistency of the scale 
was assessed. The Cronbach’s alpha values were calculated for positive and negative 
affect for each of the five scenarios in line with the original I-PANAS-SF and are 
summarised in Table 5.8. Values for each of the scenario domains were above .65 
except the negative affect for the last aggressive situation at baseline and post-
clinical practicum, scenario 3 negative affect at post-clinical practicum and scenario 
5 negative affect at post-intervention and post-clinical practicum (Table 5.8). 
The mean scores for each Positive Affect (PA) and Negative Affect (NA) 
scenario were calculated using PASW (2012) and are reported in Table 5.9. 
Positivity and negativity of the students were based on their level of response with 1 
being the lowest possible score for each scenario and 5 being the highest. The 
emotion scoring highest indicates the students’ emotional tendency to the particular 
scenario. At baseline the second year nursing students viewed all the scenarios 
positively whereas at post intervention and post clinical practicum they had higher 
negative mean scores (3.42, 3.53 and 3.57, 3.80) for scenario 2 and scenario 4 
respectively. Responses to all other scenarios remained positive.
  
 
2
2
3
 
Table 5.8. 
Cronbach’s alpha results for I-PANAS-SF: second year nursing students 
Scenario Last 
aggressive 
situation 
Negative 
Affect 
Last 
aggressive 
situation 
Positive 
Affect 
Scenario 1 
Negative 
Affect 
Scenario 1 
Positive 
Affect 
Scenario 2 
Negative 
Affect 
Scenario 
2 Positive 
Affect 
Scenario 3 
Negative 
Affect 
Scenario 
3 Positive 
Affect 
Scenario 4 
Negative 
Affect 
Scenario 
4 Positive 
Affect 
 
Cronbach’s 
alpha 
 
 
Baseline .48 .75 .84 .67 .66 .66 .84 .69 .77 .73 
Post-
intervention 
.76 .74 .83 .74 .67 .73 .86 .74 .64 .73 
Post-
practicum 
.61 .76 .85 .78 .65 .76 .81 .72 .56 .79 
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Table 5.9. 
I-PANAS-SF scores (means (M) and standard deviations (SD)) for second year 
nursing students for incidents and scenarios at the three data collection time points 
Second year nursing students 
 Domain M n SD 
Baseline 
Last incident NA* 2.95 48 .68 
Last incident PA** 3.37 46 .85 
Scenario 1 NA 2.89 97 .95 
Scenario 1 PA 3.44 97 .66 
Scenario 2 NA 3.29 97 .76 
Scenario 2 PA 3.45 97 .68 
Scenario 3 NA 2.77 97            1.03 
Scenario 3 PA 3.49 97 .71 
Scenario 4 NA 3.49 97 .91 
Scenario 4 PA 3.51 97 .76 
Post-
intervention 
Last incident NA 3.12 54 .84 
Last incident PA 3.21 54 .76 
Scenario 1 NA 3.06 80 .94 
Scenario 1 PA 3.30 80 .77 
Scenario 2 NA 3.42 80 .79 
Scenario 2 PA 3.33 80 .78 
Scenario 3 NA 2.93 80            1.05 
Scenario 3 PA 3.34 80 .76 
Scenario 4 NA 3.57 80 .75 
Scenario 4 PA 3.23 80 .82 
Post-
clinical 
practicum 
Last incident NA 3.02 30 .76 
Last incident PA 3.29 29 .80 
Scenario 1 NA 2.95 48 .84 
Scenario 1 PA 3.26 48 .73 
Scenario 2 NA 3.53 48 .60 
Scenario 2 PA 3.11 48 .70 
Scenario 3 NA 3.01 48 .77 
Scenario 3 PA 3.77 48 .56 
Scenario 4 NA 3.80 48 .56 
Scenario 4 PA 3.33 48 .77 
 
* Denotes negative affect 
** Denotes positive affect 
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5.3.2 Within group differences over time: second year nursing students 
ATAS results 
Each of the five domains of the ATAS completed by second year students 
were analysed independently over time for statistically significant differences. A 
Friedman two-way ANOVA (PASW 2012) was used to determine whether there 
were differences in any of the attitudes toward aggression from baseline to post-
intervention to post-clinical practicum. Pairwise comparisons were performed with a 
Bonferroni correction for multiple comparisons. There were no statistically 
significant differences in the communicative, offensive, protective or intrusive 
domains (Table 5.10), however, attitudes relating to the destructive domain showed a 
statistically significantly difference at different time points χ2 (2) 6.64, p = .036. A 
Wilcoxon signed rank test indicated that significantly more participants ranked the 
destructive domain as less influential after post-clinical practicum compared to 
baseline, T = 22.5, z = -3.13 (corrected for ties) n – Ties = 20, p = .002, two tailed. 
This effect can be considered “large”, r = .70.
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Table 5.10.  
Friedman test results for non- significant ATAS domains over time 
Domain 
Second year nursing students (n=26) 
Mean rank Test statistic sig 
Communicative 1.85 1.54 .46 
Offensive 2.12 2.37 .30 
Protective 1.81 3.91 .14 
Intrusive 2.12   .61 .74 
 
5.3.3 Within group differences over time: second year nursing students 
I-PANAS-SF results 
Nursing student responses were tested for statistical difference in positivity 
over time. A Friedman two-way ANOVA was used to determine whether there were 
differences in positivity from baseline to post-intervention to post-clinical practicum. 
There was a statistically significant increase (p = .046) from baseline to post-clinical 
practicum in students’ negativity when reflecting on the last aggressive incident they 
were involved in, indicating that more students’ perceptions of personal experiences 
of aggressive situations were negative following the intervention. There were no 
statistically significant differences in any of the other scenarios (Table 5.11). 
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Table 5.11.  
Friedman test results of I-PANAS-SF scenarios over time 
Scenario 
Second year nursing students (n=26) 
Mean rank Test statistic sig. 
Last aggressive 
incident NA 
1.50 6.163 .046 
Last aggressive 
incident PA 
1.96 4.044 .132 
Scenario 1 NA 1.92   .980 .613 
Scenario 1 PA 2.13 2.224 .329 
Scenario 2 NA 1.81 1.600 .449 
Scenario 2 PA 2.27 3.812 .149 
Scenario 3 NA 1.79 2.444 .295 
Scenario 3 PA 2.02 3.237 .198 
Scenario 4 NA 1.73 3.468 .177 
Scenario 4 PA 2.19 1.600 .449 
 
5.3.4 Within group differences over time: second year nursing students 
Resilience Scale results 
The second year nursing students were tested to ascertain whether their 
resilience levels changed significantly over time. A Freidman two way ANOVA test 
was run to determine whether there were differences in resilience in the nursing 
students between baseline, post-intervention and post-clinical practicum. Pairwise 
comparisons were performed with a Bonferroni correction for multiple comparisons. 
Resilience in second year nursing students was significantly different at the different 
time points during the study χ2 = 6.342 (corrected for ties), df = 2, n – Ties = 20, p = 
.042. Post hoc analysis revealed statistically significant differences in resilience from 
baseline (Mdn=83) to post-clinical practicum (Mdn=84) (p = .043) but not baseline 
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to post-intervention or post intervention to post clinical practicum. Further, Cohen’s 
effect size value (d = .047) suggested a small practical significance. 
 
5.4 Between group (standard intervention vs cinemeducation) differences 
for second year nursing students 
The ATAS and Resilience data were of non-normal distribution as per the 
Shapiro-Wilk’s test (p <.05) and were ranked when conducting MANOVA tests. 
Rank ordering of the data is recommended when the data is not normally distributed 
and can produce similar results to their parametric equivalents (Thomas et al., 1999). 
A MANOVA test was also performed for data that was normally distributed as per 
the Shapiro-Wilk’s test, however, this data was not ranked prior to analysis. 
 
5.4.1 Student nurses attitude towards aggression (ATAS) 
A MANOVA was used to examine the effectiveness of the type of education 
on the attitude towards aggression (n=26). Prior to conducting the MANOVA the 
data were examined using PASW statistics to ensure that underlying assumptions 
were met. 
Following ranking of the data, normality of distribution was examined with a 
boxplot suggesting the departure from normality of the ranked data was mild. There 
were no multivariate outliers as assessed by Mahalanobis distance (p>.001), 
supporting the assumption of multivariate normality. Correlations between the 
dependent variables were not excessive, indicating that multicollinearity was not of 
concern. Finally Box’s M was non-significant in all of the domains (Table 5.12), 
indicating that homogeneity of variance-covariance matrices could be assumed. 
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The MANOVA was statistically non-significant across the domains (Table 
5.13) indicating the absence of any meaningful differences in attitude towards 
aggression regardless of the type of education received.  
 
Analysis of the dependent variables individually showed no effects over time. 
Group means (and standard deviations) for each dependent variable are presented in 
Table 5.14, with those undertaking cinemeducation predominantly reporting higher 
mean scores. Therefore the nursing students within this group had stronger attitudes 
to aggression than the standard education group although not statistically significant 
in this low sample number. 
 
Table 5.13. 
Multivariate Tests for ATAS in second year nursing students 
Effect Domain Value F 
Hypothesis 
df 
Error df sig. 
2
p  
Education type 
Wilk’s Lambda 
 Protective 
Offensive 
Communicative 
Intrusive 
Destructive 
.803 
.913 
.940 
.892 
.944 
 
.802
b 
.701
b 
.464
b 
.889
 b
 
.463
 b
 
3.000 
3.000 
3.000 
3.000 
3.000 
22.000 
22.000 
22.000 
22.000 
22.000 
.176 
.561 
.710 
.462 
.729 
.197 
.087 
.060 
.108 
.056 
  
Table 5.12. 
 
Box's Test of Equality of Covariance Matrices: ATAS second year nursing students 
Domain Destructive Communicative Intrusive Protective Offensive 
Box's M 5.180  7.388   4.487 6.284 8.393 
F  .745  1.063     .645   .904 1.207 
df1 6  6   6 6 6 
df2 4173.283 4173.283 4173.283 4173.283 4173.283 
Sig.  .613 .382     .694   .419 .299 
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Table 5.14. 
Descriptive statistics for ATAS on each dependent variable 
 Domains Education type n Mean rank SD 
Baseline 
Communicative 
Cinemeducation 13 49.12 21.18 
Standard 13 41.81 24.98 
Offensive 
Cinemeducation 13 49.50 33.22 
Standard 13 49.77 19.91 
Protective 
Cinemeducation 13 48.15 26.37 
Standard 13 54.85 26.38 
Intrusive 
Cinemeducation 13 56.62 32.79 
Standard 13 49.42 23.86 
Destructive 
Cinemeducation 13 57.62 23.73 
Standard 13 53.81 26.45 
Post-
intervention 
Communicative 
Cinemeducation 13 48.77 20.77 
Standard 13 39.38 27.94 
Offensive 
Cinemeducation 13 40.58 27.30 
Standard 13 35.42 25.26 
Protective 
Cinemeducation 13 41.88 20.72 
Standard 13 37.54 24.89 
Intrusive 
Cinemeducation 13 37.19 23.85 
Standard 13 42.27 22.05 
Destructive 
Cinemeducation 13 44.04 22.80 
Standard 13 34.12 24.04 
Post-
clinical 
practicum 
Communicative 
Cinemeducation 13 27.58 14.34 
Standard 13 25.23 14.22 
Offensive 
Cinemeducation 13 26.42 13.22 
Standard 13 19.96 13.41 
Protective 
Cinemeducation 13 21.92 12.92 
Standard 13 29.72 12.44 
Intrusive 
Cinemeducation 13 26.58 14.88 
Standard 13 21.38 14.27 
Destructive 
Cinemeducation 13 26.65 11.52 
Standard 13 22.88 13.29 
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5.4.2 Measurement of positivity of nursing students when faced with 
aggression and violence using the I-PANAS-SF 
A MANOVA was used to examine the effect of the type of education on 
positivity using the I-PANAS-SF. Four scenarios and the last aggressive situation 
they were involved in were presented to the students and analysis of the positivity of 
their responses to each scenario was undertaken (n=14). Positive effect and negative 
affect scoring for each scenario was analysed resulting in 10 individual MANOVA 
tests being performed.  
Before conducting the MANOVA the data were examined using PASW 
Statistics (2012) to ensure all of its underlying assumptions were met. Univariate 
normality was assumed as assessed by Shapiro-Wilk’s test (p>.05) and examination 
of boxplots. Additionally, no multivariate outliers were found in the data, supporting 
the assumption of multivariate normality. Correlations between the dependent 
variables were not excessive, indicating that multicollinearity was not of concern. 
Finally Box’s M was non-significant at α = .001, in all the domains (Table 5.15), 
indicating that homogeneity of variance-covariance matrices could be assumed. 
As all underlying assumptions were supported by the data, a MANOVA was 
conducted. Findings showed that there were no statistically significant differences in 
student’s positivity based on the education they received in all of the scenarios 
except for positive affect in scenario 5 (p = .033) (Table 5.16).  
Analysis of the dependent variables individually showed no effects over time 
and there was no statistically significant difference at a Bonferroni adjusted alpha 
level of .017. This was substantiated in the results of independent t-tests of the 
original responses to the I-PANAS-SF. 
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Table 5.15. 
Box's M Test of Equality of Covariance Matrices for the I-PANAS-SF scenarios 
Scenario Scenario 1 
Last 
incident 
Negative 
Affect 
Scenario 1  
Last 
incident 
Positive 
Affect 
Scenario 2 
Negative 
Affect 
Scenario 2 
Positive Affect 
Scenario 3 
Negative 
Affect 
Scenario 3 
Positive 
Affect 
Scenario 4 
Negative 
Affect 
Scenario 4 
Positive 
Affect 
Scenario 5 
Negative 
Affect 
Scenario 5 
Positive 
Affect 
Box's M 9.302 9.231 4.178 8.623 11.812 3.876 1.507 14.699 5.010 9.980 
F 1.103 1.094 .601 1.241 1.699 .558 .217 2.115 .721 1.436 
df1   6     6     6         6      6       6         6     6     6    6 
df2 795.195 795.195 4.173.283 4173.283 4173.283 4173.283 4173.283 4173.283 4173.283 4173.283 
Sig. .359 .364 .730 .282 .117 .764 .972 .049 .633 .197 
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Table 5.16. 
I-PANAS-SF multivariate tests of scenario responses of second year nursing students 
Effect Scenario Value F Hypothesis df Error df Sig. 
2
p  
Education 
Type 
Pillai’s 
Trace 
1NA 
1PA 
2NA 
2PA 
3NA 
3PA 
4NA 
4PA 
5NA 
5PA 
.096 
.286 
.194 
.058 
.132 
.057 
.111 
.079 
.200 
.33 
   .355
 
1.334
 
1.764
 
  .454 
1.119
 
  .447
 
  .911
 
  .631
 
1.830
 
   .250
b 
3.000 
3.000 
3.000 
3.000 
3.000 
3.000 
3.000 
3.000 
3.000 
3.000 
10.000 
10.000 
22.000 
22.000 
22.000 
22.000 
22.000 
22.000 
22.000 
22.000 
.787 
.318 
.183 
.717 
.363 
.722 
.452 
.603 
.171 
.861 
.096 
.286 
.194 
.058 
.132 
.057 
.111 
.079 
.200 
.033 
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5.4.3 Second year student nurses’ resilience to aggression and violence 
A mixed ANOVA was used to examine the effectiveness of the two 
education interventions on the students resilience. Before conducting the mixed 
ANOVA the data were examined using PASW statistics to ensure all of the 
underlying assumptions were met.   
Preliminary assumption checking revealed that the data were not normally 
distributed, as assessed by Shaprio-Wilk test (P< .05) and therefore data were ranked 
for analysis. Following ranking of the data there were no univariate or multivariate 
outliers, as assessed by boxplot and Mahlanobis distance (p>.001) respectively; there 
were linear relationships, as assessed by scatterplot and there was homogeneity of 
variance-covariance matrices, as assessed by Box’s M test (p = .757).  
The cinemeducation group (n=9) had mean resilience scores of 12.67, 16.06 
and 10.72 at baseline, post-intervention and post-clinical practicum respectively, 
compared to the standard education group (n=11) scores of 14.59, 23.68 and 8.82 
respectively. There was no statistically significant interaction between the education 
and time on students’ resilience scores F(2,13) – 2.655, p=.84, partial n 2 .129. 
However, there was a statistically significant difference in resilience at different time 
points in this group as a whole (n=20) F(2,40) – 11.990, p<.0005, partial n 2 .400. 
There was a statistically significant mean increase in resilience from baseline to post-
intervention (M = 6.24 SE = 2.42, p = .019) but there was a statistically significant 
mean decrease from post-intervention to post-clinical practicum (M = 10.10 SE = 
1.95, p < .0005).  
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5.5 Between group baseline differences based on year of nursing students 
The data were further analysed for differences between the participants based 
on year of nurse education enrolment. This analysis was undertaken to ascertain 
whether their progression and development over time affected their levels of 
resilience, positivity and attitude towards aggression. The baseline groups of second 
and third year students were compared for statistical difference. 
 
5.5.1 Second and third year between groups baseline resilience to 
aggression and violence 
The second year nursing students baseline data identified that they had a 
mean resilience sore of 49 (n=94) placing them in the moderate to moderate-high 
category of resilience, whereas the third year nursing students (n=56) had a mean 
resilience score of 28.50 placing them in the moderate resilience category. 
The assumptions of normality were assessed with Shapiro-Wilk’s test and 
could not be assumed (p < .05) therefore data was ranked and the appropriate non-
parametric test was performed. A Mann-Whitney U test was performed to test for 
differences in resilience levels between the second year cohort of nursing students at 
baseline and the third year nursing students, neither of which had received at this 
time point any formal aggression and violence education within their BN program  
A Mann-Whitney U test indicated that the third year nursing students’ levels 
of resilience (Mean Rank = 53.49, n = 53), were significantly lower compared to the 
second year students at baseline (Mean Rank = 85.56, n = 94) U = 2,835, z = 4.587, 
p = <.001, two tailed (Figure 5.5). 
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Figure 5.5. Mean rank of second and third year nursing students resilience 
 
5.5.2 Second and third year between year groups baseline ATAS findings 
A Mann-Whitney U test was performed on each of the five domains of the 
ATAS independently to identify any statistically significant differences in specific 
attitude in relation to the students’ year of training and findings are presented in 
Table 5.17. The test indicated that the second year nursing students’ attitude to 
aggression was statistically significantly higher in all domains when compared to the 
third year nursing students at baseline. Distributions of the domains were similar, as 
assessed by visual inspection and all p values were two tailed and significant at <.05.
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Table 5.17. 
Mann-Whitney U test ATAS results for second year baseline and third year nursing 
students  
Domain Destructive Communicative Intrusive Protective Offensive 
 Second 
year 
Third 
year 
Second 
year 
Third 
year 
Second 
year 
Third 
year 
Second 
year 
Third 
year 
Second 
year 
Third 
year 
n 97 56 97 56 97 56 97 56 97 56 
Mean 
Rank 
88.97 56.27 88.95 56.29 89.28 55.72 90.60 53.45 89.53 55.29 
U 1,555 1,556.500 1,524.500 1,397 1,500.500 
z 4.425 4.401  4.526 5.022  4.608 
p <.001 <.001 <.001 <.001  <.001 
 
 
5.6 Summary 
The initial analysis has provided some interesting data for discussion, 
however, the results are also concerning, particularly regarding the prevalence and 
nature of aggression and violence reported by all students. Around one third of all 
students had experienced physical aggression in the clinical area with almost 40% 
feeling at risk of experiencing physical aggression in the clinical environment. Non-
physical aggression was even more prevalent with approximately 60% of students 
having personal experiences and nearly two thirds reporting that they felt at risk. 
Previous aggression and violence training consisted of primarily theoretical content 
undertaken in healthcare facilities and had been undertaken by only a minority of 
students.  
The analysis showed that in the scenarios illustrating aggression and 
violence, all nursing students viewed aggression as offensive and destructive, 
however, the second year student’s view of aggression being destructive decreased 
 238 
 
from baseline to post-clinical practicum. The second year nursing students held 
stronger views towards aggression than the third year nursing students, scoring 
higher across four of the five domains at all time points. The second year nursing 
students reflected positively to aggressive scenarios but changed their outlook post-
intervention and post-clinical practicum towards scenarios involving aggression from 
a patient’s relative and from a patient under the influence of alcohol. Further analysis 
identified a statistically significant increase in students’ negative perceptions of 
personal experiences of aggression in the clinical environment at post-clinical 
practicum compared to baseline. All students had significantly higher resilience 
scores than the minimum possible score of 14 at all time points with the second year 
nursing students having statistically significant higher scores than the third year 
nursing students. There was a statistically significant increase in resilience levels of 
the second year nursing students from baseline to post-clinical practicum after both 
interventions although this significance had a small effect size. 
The type of education received by the second year nursing students had no 
statistically significant effect on either resilience, attitudes or positivity towards 
aggression. There was an overall statistically significant increase in resilience means 
for the second year students irrespective of which education was received from 
baseline to post-intervention. 
The data relating to the third year nursing students was of greatest concern as 
they had reported significant levels of aggression and violence but had received no 
formal education within their program to either raise their awareness of aggression 
and violence in the clinical setting or to provide them with a management strategy to 
deal with these incidents. The third year students also showed significantly lower 
levels of resilience compared to the second year nursing students. 
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Following discussions between the researcher and his supervisors, it was 
decided that the researcher had an ethical responsibility to make available to the third 
year students the same education provided to the second year students. Therefore 
before proceeding further with the study, the third year nursing students were given 
the cinemeducation session as a means of providing them with some formal 
education and coping strategies. The cinemeducation session was delivered to the 
entire third year cohort in the final weeks of semester one, 2013, approximately three 
months following their baseline questionnaire. The opportunity was taken to apply 
for an amendment to the original human ethics and research approval to be able to 
also administer a follow up survey to this group after their cinemeducation, which 
was duly granted (Appendix O). The quantitative results obtained from the third year 
follow up data will be presented in the following chapter.  
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Chapter 6: Phase Two: Quantitative findings from follow up study 
of cinemeducation intervention amongst third year 
nursing students 
6.0 Introduction 
Third year participants comprised initially of only a comparison group 
recruited to investigate differences in exposure to aggression and violence at earlier 
and later stages of the BN program. However, following analysis of the data 
presented by the third year participants it was decided that the researcher had an 
ethical responsibility to implement an education intervention for this group prior to 
the end of their third year. The cinemeducation was chosen over the standard format 
as preliminary analysis of the qualitative data from second year students suggested 
that this had been a more engaging approach that was viewed positively. The same 
post-intervention questionnaire delivered to the second year students was then 
administered to ascertain the third year students’ experiences of aggression and 
violence as well as their attitudes, positivity and resilience to aggression and 
violence following the intervention. However, unlike the second year students, 
where pre- and post-intervention data were matched, this could not be undertaken 
with the third year students due to anonymisation of the original third year baseline 
data. 
The cohort of third year follow up participants (n= 71) consisted primarily of 
the baseline third year cohort (n= 56) as well as additional students who were now 
interested in participating in this element of the study. Due to anonymity of the 
original baseline data it was not possible to identify which participants comprised the 
original cohort. Although matching was not possible as it had been with the second 
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year data, comparison of the pre- and post-intervention cohorts still add to our 
understanding of the aggression and violence literature focusing on nursing students 
and provides further evidence to address the research questions posed in the previous 
chapter. 
Findings are presented in a manner similar to that of Chapter 5, where 
characteristics of the sample, demographic descriptors and prevalence of aggression 
and violence in the third year follow up group are described. Independent scores for 
the Resilience Scale, ATAS and I-PANAS-SF were generated for comparison to the 
original third year participants and discussion purposes. Descriptive data were 
analysed using frequencies, percentages and either mean (M) and standard deviations 
(SD) or median and interquartile ranges (IQR), according to normality. 
 
6.1 Characteristics of the sample 
The characteristics of the sample are presented in the form of demographic 
characteristics. The same group of third year nursing students who participated in the 
original phase of the study (n= 56) were also invited to participate in the post-
intervention data collection in this phase. Whereas 56 of 101 participated in the 
original phase designed to compare baseline prevalence, characteristics of, and 
attitudes to, aggression and violence across stages of education, 71 consented to 
participate in the post-intervention study. Written information (Appendix F) was 
provided prior to completion and students were informed in the questionnaire that 
completion and submission of the questionnaire also constituted consent to be 
included in the study.  
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6.1.1 Demographic characteristics 
The third year nursing students participating in the post intervention survey 
and their demographic characteristics are presented in Table 6.1. The third year 
follow up participants were predominantly female with a broad range of ages from 
19 to 58 years (M=31.2), with the majority under 40 years and with children. Annual 
family income was similar to the baseline third year participants with a large 
proportion of students reporting a combined household income over $100,000. 
Approximately one third of the follow up third year students earned less than 
$30,000 per annum and just over half of students undertook ten hours or more per 
week of paid employment (Table 6.1). There were no statistically significant 
differences in any demographics between baseline and third year follow-up students 
(Table 6.1) 
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Table 6.1. 
Demographic characteristics of participating baseline and follow-up third year 
student cohorts 
Demographic characteristic Baseline third 
year cohort 
(n=56) 
Follow up 
third year 
cohort (n=71) 
sig. (2-tailed) 
<.05 
Male 5.4% (n=3) 2.8% (n=2) 
.469 
Female 94.6% (n=53) 97.2% (n=69) 
Age 17-24yrs 46.4% (n=26) 37.1% (n=26) 
.586 
Age 25-34yrs 23.2% (n=13) 31.5% (n=22) 
Age 35-44yrs 21.4% (n=12) 17.2% (n=12) 
Age   >44yrs 8.9% (n=5) 14.1% (n=10) 
Annual family income (AFI) (n=51) (n=69)  
<$30,000 29.4% (n=15) 29% (n=20) 
.686 
$30,000 – $49,999 9.8% (n=5) 8.7% (n=6) 
$50,000 - $69,999 9.8% (n=5) 8.6% (n=6) 
$70,000 - $99,999 15.6% (n=8) 14.5% (n=10) 
>$100,000 35.3% (n=18) 39.1% (n=27) 
Number of children (n=54) (n=71)  
0 53.7% (n=29) 46.5% (n=33) 
.373 
1 9.3% (n=5) 15.5% (n=11) 
2 16.7% (n=9) 16.9% (n=12) 
3 9.3% (n=5) 11.3% (n=8) 
4 7.4% (n=4) 4.2% (n=3) 
>4 3.7% (n=2) 5.6% (n=4) 
Hours of paid employment (n=53) (n=71)  
 *11.70 ± 11.40 *13.25 ± 13.35 .496 
*M and SD 
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6.2 Physical violence and aggression reported by the third year follow up 
nursing students   
The reports of physical violence and aggression in the third year follow up 
group were similar to that reported by the baseline cohort (Table 6.2). It is important 
to note, however, that although the follow up cohort contains a proportion of the 
baseline cohort, reports of aggression and violence may indeed be from new 
participants or a combination of new and baseline participants, therefore actual 
numbers of aggression and violence may be higher than reported due to the 
possibility of non-participation by some baseline students. 
Actual physical violence was reported by over 25% (n=18) of the third year 
follow up students, more than half of whom experienced the abuse in the last 12 
months, with the patient being the main perpetrator (Table 6.2). The forms of 
physical abuse included being punched, grabbed and kicked (Table 6.2). Around 
60% of both baseline third year and third year follow up students said that they either 
never or rarely felt at risk of physical violence in the workplace. The physical 
aggression encountered by the third year follow up students did not result in any 
injuries, however, three of the students needed time off work as a result of being 
exposed to an aggressive incident.
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Table 6.2. 
Comparison of physical aggression incidents experienced by third year students at 
baseline and follow up 
Type of physical 
aggression reported 
Baseline Third 
year students 
(n=18) (32%) 
Follow up third 
year students 
(n=18) (25%) 
Grabbed 27.8% (n=5) 27.8% (n=5) 
Punched or attempted 
Punch 
50% (n=9) 27.8% (n=5) 
Object thrown 5.6% (n=1) 5.6% (n=1) 
Slapped 5.6% (n=1) 16.7% (n=3) 
Kicked 
Pushed 
5.6% (n=1) 
5.6% (n=1) 
22.2% (n=4) 
Nil 
Perpetrator   
Patient 
Registered nurse 
 88.9% (n=16) 
11.1% (n=2) 
 
6.2.1 Non-physical violence and aggression reported by the third year 
follow up nursing students  
The third year follow up students reported similar levels of exposure to non-
physical violence to that of the third year nursing students at baseline, however, 
more students reported that they had experienced non-physical violence on more 
than one occasion (Table 6.3). The third year follow up students reported similar 
feelings of risk of exposure to non-physical violence as physical violence and 
demonstrated no change when compared to the third year participants with 34% 
(n=24) feeling either never or rarely at risk and the remaining 66% (n=47) feeling at 
risk either sometimes, often or all the time. 
The perpetrator of non-physical violence differs from the second and third 
year data obtained in this study and is more varied in the third year follow up 
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students. The registered nurse was the main perpetrator with others identified as 
being the patient, patient’s relative and clinical educator (Table 6.3). A small 
proportion of third year students (n=2) reported experiencing non-physical 
aggression and violence but did not provide any further data relating to their 
experiences. 
 
Table 6.3. 
Comparison of frequency of non-physical aggression and violence experienced by 
student participants including type of perpetrator at baseline and follow up 
Frequency of non-physical 
aggression and violence 
Third year students 
(n=30) 
Third year follow up 
students (n=41) 
One occasion 36.7% (n=11) 22.2% (n=8) 
>One occasion 63.3% (n=19) 77.8% (n=28) 
Frequency *6.30 ±10.28 *4.31 ±4.22 
Perpetrator of non-physical 
aggression and violence 
Third year students 
(n=33**) 
Third year follow up 
students (n=40) 
Patient 60.6% (n=20) 35% (n=14) 
Patient’s relative 9.1% (n=3) 5% (n=2) 
Registered nurse 18.2% (n=6) 50% (n=20) 
Care assistant 9.1% (n=3) 2.5% (n=1) 
Clinical educator 3% (n=1) 5% (n=2) 
Doctor nil 2.5%(n=1) 
*M and SD 
** Some students reported more than one perpetrator 
 
6.2.2 Previous aggression and violence training reported by the third 
year follow up nursing students. 
Data was gathered relating to the third year follow up students’ previous 
aggression and violence training. More third year follow up students reported 
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receiving previous aggression and violence training, than the third year baseline 
participants with approximately 42% (n=30) having received previous aggression 
and violence education compared to 27% (n=15) of the third year baseline 
participants. The previous aggression and violence education was obtained from a 
variety of establishments including prisons and the military but a large majority 
completed their education in a healthcare facility (83%) (n=25) (Figure 6.1). 
 
 
Figure 6.1. Third year follow up nursing student’s previous aggression and violence 
training by facility 
 
The education the nursing students received was mainly theoretically based 
and included what to do, what to say, prioritisation, risk assessment, triggers of 
aggression, types of aggression, de-escalation, how to communicate, non-verbal 
communication and restraint techniques. Practical skills such as break away 
techniques were taught to over half the students who received training (53%) and a 
small percentage of the third year follow up group were unable to recall their training 
or if they did were not taught any of the techniques identified in the study 
questionnaire (Figure 6.2). 
 
85% 
7% 
7% 1% 
Healthcare facility Prison facility Online Military
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Figure 6.2. Previous aggression and violence training techniques received (n= 30 3
rd
 
year follow up nursing students) 
 
6.3 Third year follow up students’ attitudes, positivity and resilience to 
aggression and violence 
The third year follow up students (n=71) were asked questions pertaining to 
their resilience, attitude and positivity in relation to aggression and violence. 
Responses to the Resilience scale, ATAS and I-PANAS-SF were investigated using 
independent frequencies and compared to the baseline third year data  
Prior to statistical analysis for between group’s differences of the 
measurement tools used in this study, all data were examined for normality and due 
to small sample size the Shapiro-Wilk test was undertaken. The overall results for 
the Resilience Scale and ATAS confirmed that the data was not normally distributed 
(p < .05) and therefore non-parametric tests were used to analyse the data as outlined 
in Chapter 4 ( 4.5.1, pp. 189 - 190). 
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The results for the I-PANAS-SF confirmed that the data was normally 
distributed in all elements of the scale apart from two negative affect elements. 
Scenario 2 negative affect was not normally distributed (p = .004), and scenario 5 
negative affect was not normally distributed (p = .026). The I-PANAS-SF data were 
treated as normally distributed as the majority of the data did not violate the Shapiro-
Wilk’s test and visual inspection of QQ and boxplots suggested that where there was 
a departure from normality in the above scenarios it was mild. 
 
6.3.1 Independent frequencies of study measurement tools 
6.3.1.1 The Resilience Scale  
Prior to conducting statistical analysis, the internal consistency of the 14 
questions answered for the Resilience Scale was assessed. Cronbach’s alpha values 
were assessed for completed surveys and produced similarly high values to the third 
year student’s baseline data of .89.  
The Resilience Scale was initially given a score by totalling the students’ 
responses to the 14 questions of the scale, resulting in an individual score for each 
student. The third year follow up nursing students scored a mean of 84.17 (n = 71) 
out of a possible 98. 
A one sample t-test was undertaken to determine whether the third year 
follow up cohort resilience scores were significantly higher than the lowest possible 
score of 14 and whether these produced comparable results to the third year baseline 
students. Mean resilience scores of the third year follow up cohort (84.17, SD = 9.14, 
n=71) were significantly higher by a mean of 70.17, 95% CI [72.3, 68], than the 
lowest resilience score of 14, t (70) = 64.68, p = <.005. 
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As with the baseline data the researcher has classified the scoring of the 
Resilience Scale into six categories from ‘very low’ to ‘high’ based upon descriptors 
given by the authors of the scale (Wagnild, 2009a). The mean scores of the third year 
follow up students in this study resulted in a classification of moderate resilience. 
 
6.3.1.2 The Attitude Towards Aggression Scale 
Prior to conducting statistical analysis, the internal consistency of the scale 
was assessed. Cronbach’s alpha values were assessed for each of the five domains 
for all participants completing the ATAS in the study and were .60, .74, .66, .68, and 
.57 for offensive, communicative, destructive, protective and intrusive domains 
respectively. Two of the domains reported poor Cronbach’s alpha values, however, 
the reliability of the combined domains is acceptable with an overall value of .69, 
and reliability was supported in the original data. The findings of the scale are 
therefore presented for comparison and discussion. 
The mean scores of each of the five domains of the ATAS were individually 
calculated to identify which domain scored highest and the domain with the highest 
mean score was indicative of the students’ overall attitude to aggression (Table 6.4). 
The highest scoring domain amongst the third year follow up nursing students (n = 
71) was the offensive domain with a mean score of 4.43. This is comparable to the 
baseline third year students data who also perceived aggression to be offensive with 
a mean highest score of 4.14 (n = 56). 
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Table 6.4. 
Means (M) and standard deviation (SD) for the ATAS domains for third year follow 
up nursing students 
 Domain M N SD 
Third year 
follow up 
students 
Communicative 2.36 71 1.02 
Offensive 4.43 71 1.09 
Protective 3.01 71 .94 
Intrusive 3.57 71 .85 
Destructive 4.19 71 .52 
 
6.3.1.3 The International Positive Affect Negative Affect Scale Short 
Form 
Prior to conducting statistical analysis, the internal consistency of the scale 
was assessed. Cronbach’s alpha values were assessed for positive and negative affect 
of each of the five scenarios in line with the original I-PANAS-SF and are 
summarised in Table 6.5. As there were no comparable third year baseline data due 
to a transcription error, the I-PANAS-SF data were compared against the second 
year baseline data. All Cronbach’s alpha values were acceptable to high and 
predominantly better than the second year students’, supporting the reliability of the 
measurement tool.
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Table 6.5. 
Cronbach’s alpha results for I-PANAS-SF: third year follow up and second year baseline nursing students 
Scenario Last aggressive 
situation: 
Negative Affect 
Last 
aggressive 
situation: 
Positive 
Affect 
Scenario 2 
Negative 
Affect 
Scenario 2 
Positive 
Affect 
Scenario 3 
Negative 
Affect 
Scenario 3 
Positive 
Affect 
Scenario 4 
Negative 
Affect 
Scenario 4 
Positive 
Affect 
Scenario 5 
Negative 
Affect 
Scenario 5 
Positive 
Affect 
Third year 
FU 
Cronbach’s 
alpha 
 
 
.80 .68 .81 .73 .77 .69 .81 .75 .75 .75 
Second year 
Cronbach’s 
alpha 
 
 
.48 .75 .84 .67 .66 .66 .84 .69 .77 .73 
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The mean scores for each Positive Affect (PA) and Negative Affect (NA) 
scenario were calculated using PASW (2012) and are reported in Table 6.6. 
Positivity or negativity of the students’ was based on the level of response with the 
emotion scoring highest being deemed the students emotional tendency to the 
particular scenario. If the students mean PA score is higher than the mean NA, this 
indicates that the students’ view the scenario as positive and vice versa. The third 
year follow up nursing students viewed the last aggressive situation they were 
involved in and the first three of the scenarios positively but viewed scenario 5 
negatively (M = 3.23, SD = 87). These results could not be compared to the third 
year baseline students due to lack of data in the original data collection phase, 
however, these findings are in contrast to the second year nursing students who 
viewed all scenarios positive at baseline and viewed scenarios 2 and 4 negatively at 
follow up. 
 
Table 6.6. 
I-PANAS-SF scenario means third year follow up nursing students 
 Domain M N SD 
Third year 
follow up 
students 
Last Incident NA 2.96 47 1.04 
Last Incident PA 3.07 47 .77 
Scenario 1 NA 2.29 71 .89 
Scenario 1 PA 3.33 71 .76 
Scenario 2 NA 2.97 71 .90 
Scenario 2 PA 3.32 71 .77 
Scenario 3 NA 2.55 71 .95 
Scenario 3 PA 3.24 71 .79 
Scenario 4 NA 3.23 71 .87 
Scenario 4 PA 3.19 71 .82 
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6.3.2 Third year baseline and third year follow up Resilience Scale 
results 
The third year and third year follow up data were analysed for statistically 
significant differences in resilience scores. The third year and third year follow up 
nursing students (n=52 and n=71) both had a median resilience score of 85.00 (IQR 
14) which is classed as moderately high resilience, which suggests that they have the 
characteristics of what constitutes a resilient individual (Wagnild, 2009a).  
Data ranked for analysis and a Mann-Whitney U test was performed to test 
for differences in resilience levels between the third year cohort of nursing students 
and the third year follow up nursing students, with the follow up group having 
received the cinemeducation aggression and violence education. 
The Mann-Whitney U test indicated that the third year follow up group of 
nursing students’ level of resilience (Mean Rank = 69.35, n = 71) was significantly 
higher compared to the third year nursing students’ baseline scores (Mean Rank = 
53.32, n = 53), U = 2,368, z = 2.459, p = .0.14, two tailed (Figure 6.3). This effect 
can be considered “small”, r = .22.
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Figure 6.3. Mean rank of third year baseline and third year follow up nursing 
students’ resilience 
 
6.3.3 Third year baseline and third year follow up ATAS results 
Non-parametric testing was performed on each of the five domains of the 
ATAS independently to identify any statistically significant differences in specific 
attitude between baseline and the third year follow up nursing students after 
cinemeducation. Data was ranked for analysis and a Mann-Whitney U test was 
performed for each of the domains and is presented in Table 6.7. The test indicated 
that the third year follow up nursing students’ attitude to aggression was statistically 
significantly different in all domains except for the communicative domain, 
indicating that the third year follow up cohort had a stronger attitude in these 
domains. This effect can be considered “small”, r = .19 - .24 (Table 6.7). 
Distributions of the four statistically significantly different domains were similar, as 
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assessed by visual inspection, and all p values were two tailed and significant at 
<.05.
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Table 6.7. 
Mann-Whitney U test results for the ATAS administered before and after cinemeducation in the third year nursing students 
 
BL = Third Years Baseline;  
FU = Third Years Follow Up 
Domain Destructive Communicative Intrusive Protective Offensive 
 Third year 
BL 
Third year 
FU 
Third year 
BL 
Third year 
FU 
Third year 
BL 
Third year 
FU 
Third year 
BL 
Third year 
FU 
Third year 
BL 
Third year 
FU 
n 56 71 56 71 56 71 56 71 56 71 
Mean 
Rank 
54.29 71.65 57.46 69.15 56.11 70.23 54.18 71.75 56.09 70.24 
U 2,531 2,354 2,430 2,538 2,431 
z 2.657 1.781 2.512 2.682 2.154 
p .008 .075 .031 .007 .031 
r .23  .22 .24 .19 
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6.4 Summary 
Analysis of the third year follow up data has produced some interesting 
results which add a further dimension to the original study findings. The prevalence 
of physical and non-physical aggression was similar to the third year baseline results, 
however, fewer third year follow up students felt at risk of physical aggression and 
violence. Markedly different to the third year baseline findings was the discovery of 
other nurses (not patients) being the primary perpetrator of non-physical aggression 
towards the students.  
The third year follow up nursing students’ attitude towards aggression did not 
differ from the third year students’ at baseline both viewing aggression as offensive. 
They did, however, have a statistically significant difference in all domains except 
the communicative domain, indicating greater certainty of their feelings in these 
domains compared to the third year baseline students. The findings of the third year 
follow up students’ levels of positivity were comparable to that of the second year 
baseline students and demonstrated a predominantly positive view of the scenarios. 
As with the third year baseline students, the third year follow up students had a 
statistically significantly higher resilience score than the lowest possible score of 14. 
The third year follow up group also had a statistically significantly higher resilience 
score than the third year baseline students. 
The questionnaires completed by all the participants also contained a 
qualitative element, which has the potential to enhance the quantitative findings and 
also move beyond the prevalence of aggression findings and into a discovery of the 
effects of aggression and violence on the feelings and emotions of nursing students. 
The qualitative findings are presented in the next chapter. 
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Chapter 7 Qualitative analysis of students’ experiences of 
aggression and violence and approaches to coping 
7.0 Introduction 
The previous two chapters have presented the quantitative findings of the 
study, which have identifying the prevalence of aggression and violence experienced 
by nursing students in the clinical environment and their responses to two different 
pedagogical violence and aggression education interventions. Qualitative data 
obtained from the study questionnaires add depth and richness to these findings 
through the exploration of nursing students’ thoughts and feelings based on their 
personal experiences of aggression and violence in clinical settings and how they 
managed these experiences. The qualitative data presented in this section was 
gathered from a range of sources that included a classroom activity conducted as part 
of the education intervention for the second year nursing students, from both second 
and third year nursing students in sections A and B of the study questionnaire 
(Appendix I) and from clinical educators/facilitators working with students in the 
clinical area.  
The classroom activity took place in tutorial groups of approximately 20 
students and open discussion was facilitated to elicit students’ thoughts and feelings 
about aggression and violence in the workplace. The discussion process was 
undertaken with each tutorial group as a whole and answers were recorded on a 
whiteboard for transcription at the end of the session. The discussion activity was 
concluded by the researcher when it appeared that all the relevant points students 
wished to make had been made and that no new ideas were forthcoming. Following 
the session the data collated on the whiteboard was photographed for evidence and 
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later transcribed into a computer generated spread sheet for analysis. Thematic 
analysis of the manifest content was undertaken on the classroom activity data to 
elicit descriptive categories and themes. The classroom activity was generated in 
response to two questions: 
 “What is aggression and violence?” 
 “What can we do about aggression and violence?” (Pertaining to 
management, coping and prevention)” 
The qualitative data collected from the survey data, about students’ actual 
experiences of physical and non-physical aggression in the clinical area was 
collected using the following open ended questions: 
 Please state in your own words how the incident made you feel 
 Please describe anything you did to overcome any negative feelings 
experienced in this incident. 
Data on students’ perceptions of the two education interventions were sought using 
open ended survey questions tailored to each intervention and for the 
cinemeducation session: 
 Please describe what was good about the session with the movie clips 
 Please describe how the session with the movie clips could be improved 
 Please describe how the session with the movie clips helped you learn about 
aggression and violence in healthcare 
 
The same three questions were also asked with wording changed to focus on 
the standard education session. Finally data was also collected using the transcription 
of participant responses during an information session for clinical 
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educators/facilitators, held to enhance their awareness and understanding of the 
students experiences of violence and aggression in the workplace. 
 
7.1 Students’ pre-conceptions of what aggression and violence means to 
them 
As an introduction to understanding students’ perceptions of aggression and 
violence and how they cope with these experiences, students were asked as part of a 
general classroom discussion in their tutorial groups, to provide words and phrases 
that they felt described and were associated with aggression and violence. This 
qualitative material provided the researcher with evidence of the students’ baseline 
understanding of aggression and violence, as well as identifying their expectations of 
how the problem should be dealt with. 
A total of 96 comments and phrases were identified and noted on a 
whiteboard to ensure the students had a visual reminder of the diversity of their 
answers. Only 12 common descriptors were identified across all tutorial groups 
emphasising the subjective nature of aggression and violence and substantiating the 
diversity of opinions and views in the group as a whole.  
As the education intervention progressed and the students were informed of 
the prevalence of aggression and violence based on the current literature, exploration 
of how these situations can be prepared for was undertaken by asking them ‘What 
can we do?’. The responses were also transcribed on a whiteboard and comprised a 
total of 72 words and phrases across all tutorials with only ten identified as being 
common to all groups. The students were given the opportunity to comment on and 
add to the collective group response captured on the whiteboard until the responses 
were repetitive or had been exhausted. 
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A total of 168 words and phrases from answers provided by the students to 
both questions were examined by the researcher and supervisors using thematic 
analysis to obtain an overall sense of the feelings expressed in the range of words 
and phrases used by the participants. Themes that arose from the word association 
discussion were: ‘Predictable incident that has a negative impact on physical, 
psychological and emotional well-being’ and ‘Incidents require understanding and 
personal coping strategies to manage aggression and violence in the clinical setting’ 
(Figure 7.1). Analysis of the data within these themes identified several descriptive 
categories identifying that the students believed that aggression and violence is 
‘potentially dangerous and damaging’ to the recipient. The students’ responses 
supported reports in the literature that aggression and violence occurs in many forms 
yet can be the result of underlying medical conditions, therefore forming the 
descriptive category ‘incidents predictable due to underlying causes’. The students 
were, however, conscious that aggression and violence ‘engenders fear’ in the 
recipient and that as a group of nursing students they were fearful of aggression and 
violence from both patients and staff. 
The students offered some thoughts and strategies for addressing the problem 
of aggression and violence that included ‘management strategies can be developed 
through targeted education’ for both staff and patients. The students also recognised 
that ‘personal coping skills can help’, and the potential to build resilience towards 
these events. 
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Themes Examples related to manifest contentDescriptive categories
Predictable incident that 
has a negative impact on 
your physical, 
psychological or 
emotional well being
Incidents require 
understanding and 
personal coping 
strategies to manage 
aggression and 
violence in the clinical 
setting
Potentially dangerous and 
damaging
Engenders fear
Incidents predictable due to 
underlying causes
Personal coping skills can help
Throwing objects, inappropriate touch, damage to 
property/people, uncontrolled violence, rage, aggressive 
behaviour, forceful behaviour, violent act - punching 
Intimidation, threatening, bullying, implied violence, show 
of power, subtle aggression, traumatic, anger, humiliation, 
fear, agitation, panic, domineering,  frustration, damaging, 
bullying, negative display of emotion, verbal, culturally 
based, tone of voice, swearing, body language, social 
media, imposing, 
Observe for triggers: coping mechanism – releasing anger, 
tone of voice, mental illness, self protection, refusal of care, 
lack of understanding, confusion, intoxication, delusions, 
hallucinations, drugs, 
Talk about it, wine, chocolate, self defence, reflect, don’t 
panic, build resilience, confidence, counselling, work in 
pairs, know your rights
Boundaries for patients and nurses, patients in pain, 
understanding of patients needs, rapport, reflect on 
incidents, know what to do, identify warning signs, ask for 
help, learn how to diffuse, observe for triggers, be 
confident, communication skills, avoid situation, education
Management strategies can be 
developed through targeted 
education
 
Figure 7.1. Examples of manifest content supporting the development of categories and themes that reflect students’ preconceptions of 
aggression and violence and what they feel can be done about it 
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7.2 Thematic analysis of open ended survey questions 
The survey administered to participants consisted of four open ended 
questions relating to their experiences of physical and non-physical aggression and 
violence. Data analysis was undertaken by the researcher and supervisors by 
repeatedly reading the participants’ responses in order to first gain a general 
understanding of the data and then identify codes that reflected the manifest content. 
The units of analysis were words and phrases from the student responses, many of 
which were individual words rather than phrases or sentences. Codes were developed 
to represent and encompass the words and phrases through repeated reading, 
comparison and multiple discussions between the researcher and his supervisors.  
The codes were analysed for similarity and grouped together to form 
descriptive categories representative of the students’ feelings shared across several of 
the participants. Examples of the manifest content that reflect the codes and 
categories are in Figure 7.2. Examination of the categories resulted in the emergence 
of two main themes. One where students felt ‘overpowered and controlled by the 
personal experience of aggression and violence’ and the other where they showed 
they were ‘developing attributes of resilience’ (Figure 7.2).  
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Examples related to manifest content
Overpowered and 
controlled by the 
personal experience of 
aggression and violence
Developing attributes 
of resilience 
Fear and anxiety
Anger and frustration
Feelings of inadequacy
Acceptance and understanding
Reaching out for support
Despondent and 
disempowered
Enhanced emotional 
awareness
Scared, frightened, intimidated, worried, not wanting to go to work, 
apprehensive, watchful, shaken up, uneasy, threatened, intimidated, 
confronting, unsure, afraid, upset, shocked, traumatised, anxious, 
depressed, confused, afraid of working
angry, annoyed, frustrated
inadequate, stupid, incompetent, dreaded prac, self-pity, inferior, 
unprepared, incapable, didn’t understand, unhelpful, hindrance, irritation 
to staff, useless, idiot, unqualified, unsafe 
not wanting to go to work, not to continue, walk out, unwanted, degraded, 
helpless, give up, powerless, worthless, bullied, discontinue nursing, why 
bother, unwelcome, disempowered, disillusioned, insignificant, not 
supported by university, not respected, devalued, don’t want to be a nurse, 
left job, stress, scared, stopped caring for patient, don’t want to work in 
aged care, had to take time off work, unable to care, unsure how to deal 
with it, didn’t know how to respond, unappreciated
talked to: patient,  friend,  family,  student,  colleague, qualified staff , 
conflict training, team nursing, buddy helped, escalated to senior staff, 
report incident
acceptance, ignored, don’t take it to heart, not personal, demented 
patient, part of illness, not taken serious, no offence taken, no way to 
prevent, patient not in control  
Themes Descriptive category
reassured resident, calmed resident, maintained politeness, assessed 
patient, confident, spoke quietly and calmly, got to know patient, reflected, 
use communication skills, aware of triggers, empathy to insults, developed
ignored,  blocked out negative thoughts, walked away, distanced self, 
reflected,  used previous A&V training, developed confidence, avoid staff, 
greater vigilance
Internalising and evading 
negative thoughts
 
Figure 7.2. Examples of manifest content supporting the development of categories and themes that reflect students’ experiences of aggression 
and violence  
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Although many of the categories such as ‘anxiety and fear’ and ‘reaching out 
for support’ were created based on single words or repetitive phrases, which also 
often formed code labels, some of the lengthier student responses provided more 
subtle reflections of the emergent categories and themes. These accounts will now be 
presented within the corresponding theme. 
 
7.2.1 Overpowered and controlled by the personal experience of 
aggression and violence 
The student responses within this theme suggested that aggression and 
violence in the clinical setting impacted them personally and professionally, often 
leaving them weakened or undermined by the experience. It was evident from the 
responses that aggression and violence in the clinical setting affected their ability to 
function normally, therefore impinging on their ability to perform their role as a 
nursing student.  
The personal impact of these effects were reported by the students and 
analysed for contextual understanding of the individual’s perspective. Analysis of 
this data identified personal experiences of aggression and violence produced 
emotive and passionate responses from the students, and this was reflected in 
manifest content and emergent categories.  
Students commented on specific incidents they had been involved in and 
recounted both physical and non-physical aggression and violence that overpowered 
and controlled them. The comments relayed by the students are representative of the 
descriptive categories (Figure 7.2) that formed this theme and identified the internal 
turmoil these incidents had on the students. Following physical aggressive incidents 
students reported feeling disempowered and despondent: 
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“[I felt] horrible, anxious, traumatised, depressed, sad, crying, not wanting 
to go to work” (Participant 79) 
 
as well as having a resounding feeling of inadequacy: 
“[I felt] weak and intimidated, like I was not performing my job correctly” 
(Participant 44) 
 
The students who had experienced personal physical aggression from staff members 
recounted experiences resulting in feelings of fear and anxiety as well as students 
feeling angry when witnessing aggression and violence directed towards others: 
“[I felt] nervous, slightly watchful of the senior nurse manager” (Participant 
226) 
 
“[I felt] very uneasy to start off with. Then annoyed and angry when patients 
were shouted at. Felt belittled” (Participant 188) 
 
As with experiences of physical aggression, students who were exposed to non-
physical aggression experienced similar adverse effects following the incidents. 
Students reported non-physical aggression as having a detrimental effect on their 
role as a student nurse and also negatively affecting their perceived future career in 
nursing. Reports included: 
“Made me feel worthless, inadequate as a nursing student” (Participant 230) 
“Scared, unsure how to deal with situation” (Participant 1) 
“First confused. Second - I was upset when I knew that this relative was 
aggressive with nursing staff and nothing was done to prevent this 
happening again” (Participant 183) 
 
“The incident made me feel startled and a bit worried and scared. I wasn't 
sure if he was going to react violently.” (Participant 243) 
 
7.2.2 Developing attributes of resilience 
Student responses within this main theme suggested that some were 
beginning to develop skills to cope with aggressive and violent incidents with some 
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also displaying attributes of resilience to these events. The level of coping varied 
greatly across the sample but many had developed simple strategies that helped them 
move on from the incidents. Student comments are presented in the same manner as 
the previous theme. Comments referring to the category ‘reaching out for support’ 
have not been included as many of the responses were simple words and phrases that 
did not require elaboration and are represented in the examples relating to manifest 
content in Figure 7.2.  
Some of the students had been exposed to more than one physically 
aggressive situation, which had resulted in a different perspective of how they 
viewed the incident. Consequently they appeared to have developed some level of 
resilience due to their previous experiences of aggression and violence in the clinical 
setting, suggesting that they had developed enhanced emotional awareness: 
“The first one – I was in shock, I was scared and I feel like crying but I could 
not. The second one – I was not scared, the patient was physically aggressive 
so I was aware this could happen” (Participant 183) 
 
Students also accepted some situations and had better understanding of events based 
on their previous experiences: 
“[I felt] A little anxious, however having had previous experience in aged 
care - I felt confident to deal with it’ (Participant 185) 
 
Students also demonstrated the ability to accept what had happened if they 
believed the patient’s medical condition was causing the patient to behave in an 
aggressive manner. Students were also able to compose their emotions if they felt 
there was a medical reason for the aggression and violence. Comments that support 
these notions included: 
“Did not upset me too much as I knew it was beyond his control” (Participant 
52) 
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“The first incident I was alert and nervous but after the first time, I did not 
take it personally and kept calm” (Participant 258) 
 
“Sorry for the patient due to underlying conditions, was unsure if the patient 
meant it” (Participant 216) 
 
“Name calling affected me the first few times, however, I began to 
understand that it was not a personal attack on me. Patients being sexually 
inappropriate bothers me but I have been able to deal with it as I get further 
along” (Participant 211) 
 
The qualitative results indicate that non-verbal aggression was perpetrated by 
both patients and colleagues. Aggression and violence from patients had a significant 
impact on the students. However, the students’ responses also highlight the extent 
and impact non-physical aggression from staff members had on them. 
 
7.3 Evidence of aggression and violence from staff members 
Students reported specific incidents where staff members were identified as 
the perpetrators of non-physical aggression and violence. These accounts were in the 
minority and were not substantial enough to warrant thematic analysis, however, 
they do provide an important narrative for further consideration. It is important to 
emphasise, however, that behaviour such as this breaches the Nursing and Midwifery 
Board of Australia Code of Professional Conduct (Nursing and Midwifery Board 
Australia, 2008), and could have serious personal ramifications for staff engaged in 
such practices. 
The reports of non-physical aggression from staff members were made using 
the same negative terms as used when reporting non-physical aggression from 
patients. Students’ accounts of non-physical aggression from staff members 
included: 
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“I was told 'why the f*** would you do that' by a clinical educator. This was 
after I went outside my scope of practice unknowingly” (Participant 226) 
 
“Name calling, challenging my abilities, called a useless bitch” (Participant 
48) 
 
“I was in my first clinical prac facility. It was about day 3. I went to buddy 
up with a PCA as instructed and when I was observing her she snapped at me 
and shouted and asked me to leave her and go to someone else” (Participant 
187) 
 
“Verbal violence - she was screaming and shouting at me calling me stupid 
and told me to "use my brain" in front of patients” (Participant 254) 
 
7.3.1 Impact of non-physical aggression from staff members 
Non-physical aggression from patients had a negative impact on the nursing 
students, however, the non-physical aggression from staff members particularly 
affected some students who questioned their own abilities and willingness to 
continue in the nursing profession. The student’s responses consisted of statements 
such as: 
“I felt worthless, incompetent and that I shouldn't be there. I dreaded every 
day that I had to go on prac, although relieved on the days they [staff 
members] were not there. I felt that I would never be a competent RN and 
that I was kidding myself by attempting to become one and should give it all 
up and not keep exposing myself to this kind of thing.” (Participant 253) 
 
“Shocked, inadequate initially then annoyed at allowing myself to be bullied 
in this way. Later accepting this person obviously has issues and felt good at 
being able to rationalise” (Participant 282) 
 
“Incompetent, wanted to discontinue nursing, was less confident and willing 
to care for patients, scared, upset, angry” (Participant 227) 
 
“[I felt] Intimidated, angry, frustrated, disempowered, unable to defend 
myself in fear of reprimand. Sadness that the same paradigm exists that were 
present 25 years ago” (Participant 189) 
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The responses describing the nursing students’ experiences of when they 
were exposed to aggression and violence in the clinical setting showed the 
experiences triggered a range of personal conflicts and difficulties in some students. 
As some of these effects were of significant concern it was decided that it was 
important to conduct an education session for the student’s clinical educators. This 
session was aimed at raising awareness of the issues through the dissemination of the 
findings to those educators supervising the students in the working environment 
where these incidents were occurring. Although not part of the initial aim of the 
study this session provided the opportunity to gather additional qualitative data 
during discussion of the students’ experiences by their clinical supervisors, and a 
HREC amendment was applied for and approved for the collection of this data 
(Appendix P).  
 
7.3.2 Content delivered in the clinical educator feedback session 
The third year data was chosen for the feedback session as it specifically 
identified a wide range of incidents and perpetrators and the clinical educators had 
all supervised students within this cohort and could therefore relate to the students’ 
clinical experiences. The slides summarising the findings shown to the educators 
(n=28) (data from which has been previously presented in Chapter 5, 5.2 -5.3) were 
presented prior to presentation of the findings from the clinical educators feedback. 
A summary is presented below. 
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7.3.2.1 Clinical educator presentation slides 
Slide 1 contains a synopsis of both the qualitative data demonstrating the 
frequency of physical abuse and also some of the comments the third year nursing 
students made pertaining to the physical abuse sustained. 
 
 
Slide 1 
 
The clinical educators were then presented with the qualitative findings related to 
non-physical aggression and violence (Slide 2). 
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Slide 2 
The next slide (Slide 3) identified the perpetrator of the aggression for both physical 
and non-physical aggression. The clinical educators mainly focused on the staff and 
collegial centred aggression and violence. 
 
 
Slide 3 
The final slide (Slide 4) discussed the universities expectations for the students and 
the clinical educators regarding aggression and violence in the clinical area. The take 
home message for the clinical educators was to encourage and actively report 
incidents so that they could be proactively managed. 
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Slide 4 
 
7.3.2.2 Thematic analysis of clinical educator feedback session 
Each of the slides presented to the Clinical Educators proved to be a catalyst 
for discussion about the content of each slide. There were no pre-imposed elements 
integrated into of the session as it was designed purely as a means to disseminate 
some of the findings from the original data set. However, the presentation aroused 
some keen discussion around the key findings that was transcribed at the time by 
another academic member of staff, other than the researcher. The main theme that 
arose from the analysis was that of ‘improving governance and education; Categories 
that arose from the analysis of this data to create this theme were: concern for the 
students, lack of staff awareness, inadequate supervision and preceptorship, zero 
tolerance required for staff perpetrators, improved governance and reporting systems 
and improved education. The following narrative provides examples of the data that 
led to the development of the theme and its categories. 
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7.3.2.3 Concern for the students and lack of supervision 
Following presentation of slide 1, which identified the prevalence of physical 
abuse of the third year nursing students, the clinical educators were concerned with 
the level of aggression and violence being experienced by the nursing students and 
were unaware that nursing students were being injured as a result of aggression and 
violence whilst on clinical practicum. Many of the clinical educators tried to find 
reasons for the aggression and discussed possibilities in depth. The discussion 
attributed to slide 1 led to many of the educators suggesting reasons for the 
aggression and although many potential reasons and examples were discussed, 
common beliefs centred around the level of supervision as well as the issues related 
to aged care placements: 
“Do you think it can be attributed to level of supervision……..less qualified 
staff supervising students think it’s OK for patients to physically abuse 
students” 
 
“….preceptorship training at aged care facilities” 
 
7.3.2.4 Zero tolerance required for staff perpetrators and improved 
governance and reporting systems 
The clinical educators asked for some context for the qualitative comments 
and a brief synopsis of the clinical placements provided. The educators voiced 
concerns that aggression and violence were directed towards nursing students from 
registered nurses and as a group deplored this behaviour whilst others commented on 
the need to not tolerate any aggression and violence regardless of the perpetrator. 
Discussion from slide 2 further embraced the need to identify why these incidents 
were occurring but also developed further to condemn the aggression and violence:  
“Highlights the need to be so careful with interactions with students” 
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“It shouldn’t be the language of an RN”  
 
‘Zero tolerance of this behaviour from patients, we need to have the same for 
staff”. 
 
7.3.2.5 Lack of staff awareness and the need for improved education 
The comments relating to the information about the perpetrator of abuse 
provided in Slide 3 generated discussion from two perspectives; attitudes and 
education. The clinical educators discussed the perpetrators themselves and the 
attitudes of staff in the clinical environment. The general discussion following slide 
3 was mainly acknowledgement that aggression and violence is prevalent in nursing. 
However, the clinical educators started to discuss strategies that could be 
implemented in the clinical environment to prevent aggression and violence from 
within the nursing profession. The clinical educators were all in agreement about the 
scale of the problem and also the need to address it and made remarks such as: 
“The RN doesn’t know the definition of abuse”  
 
“[In the] workforce there is bullying, intimidatory practice”. 
 
However, many of the clinical educators focused upon the potential for the education 
of clinical staff and some of the key comments were: 
“There needs to be education of all RN’s regarding Zero tolerance” 
 
“There should be mentorship of students and training for RN’s” 
 
“We need to have a model that is strong, robust and good relationships at all 
levels of governance”. 
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The clinical educators were receptive to the expectations aligned to the 
feedback identified in slide 4. Many wanted to proactively move forward with the 
issues of reporting incidents and explored the problems surrounding this. Two of the 
clinical educators commented on the students and possible reasons for under 
reporting of incidents. These comments were:  
“There is fear of failure and persecution”  
“The students are scared of intimidation in the workplace for the remainder 
of their prac and going back to that hospital for their grad program”. 
 
Another clinical educator was concerned with communication to the clinical 
educators if the student reports to the university: 
“What happens if something is reported to the university but the clinical 
educator doesn’t know…….will we be told about it?” 
 
The clinical educators were informed by the clinical placement co-ordinator who 
was present that they would be informed of any incident reported to the university 
that took place in a clinical area they were supervising in. The session concluded 
with information relating to a final comment of follow up sessions when a clinical 
educator stated: 
“Can we have further information regarding this such as PowerPoint 
sessions or education sessions?” 
 
7.4 Nursing student perceptions of the education interventions 
The second year nursing students were asked to provide feedback for both the 
standard education and the cinemeducation session, and the third year nursing 
students for the cinemeducation session and were presented with three open ended 
questions to ascertain the student opinions in relation to education and learning style. 
Students provided written responses to these questions in the survey, and data 
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analysis was undertaken by the researcher and his supervisors by repeatedly reading 
the participants’ responses in order to first gain a general understanding of the data 
and then identify the manifest content. The manifest content is illustrated using 
words and phrases that the students used as descriptions in their feedback of the 
education intervention (Figure 7.3). 
The words and phrases were analysed for similarity and grouped together to 
form descriptive categories representative of the students’ opinions of the education 
they received. Examples of the manifest content that reflect the responses and 
categories are displayed in Figure 7.3. Examination of the categories resulted in the 
emergence of a single main theme. It was evident from the thematic analysis that 
students felt they had received a ‘positive educational experience designed to 
enhance and develop their learning of aggression and violence in healthcare’ (Figure 
7.3). The theme and categories were the same across both interventions and did not 
require and differentiation, however, there were some pertinent comments relating to 
specific education that add value to understanding their experience.  
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Themes Examples related to Manifest ContentContent Categories
Positive educational 
experience designed to 
enhance and develop 
their learning of 
aggression and violence 
in healthcare
Enabling and empowering
Educational
Framework for understanding 
and remembering
Gave me an action plan if things escalate, it gives me 
confidence and insight, helped me realise how prevalent it is, 
I have some idea of what to do, helpful in protecting 
ourselves, what to do, felt like the equivalent of a counselling 
session, you are safe and supported, better understanding 
and awareness, easier to link theory with real life examples,  
More information is better than nothing, it gave me visual 
understanding, gave me new methods of calming people, 
what to do to save myself, de-escalate a situation, made me 
realise it is very real in nursing, more common than I 
thought, knowing when to leave and when to be attentive, 
tips on what to do, learned how aggression escalates, very 
educating, educational insight into aggression and violence,  
it was interesting and surprising that be the nurse can be a 
trigger factor
Helped me understand more on aggression and violence, a 
real eye opener, able to understand the escalation from calm 
to aggressive, in the future I will be able to spot a potential 
incident, I now have an understanding of how to deal with it 
and triggers for it, understand how to manage or to deal with 
aggression and violence, visual memory to take away, can 
think about it later and scale what aggression I have 
experienced, better understanding and awareness,  helped 
realize nurses can be the catalyst, it gives us a better 
understanding of the content, enhanced my level of 
understanding, it helped me understand mental health 
disorders and see the aggression and violence that comes 
with it
Overcomes the risk for 
normalisation
I am able to take the appropriate measures to ensure my 
safety, helped me learn the risks and how I can protect 
myself, I am more aware of aggression and not just accept it 
as normal, learning about triggers and that it is not 
appropriate to tolerate aggression, helped knowing what 
might trigger violence such as pain and sickness which can 
make someone unnecessarily aggressive, see it in movie clips 
made it more realistic that violence can happen anywhere
 
Figure 7.3. Examples of manifest content supporting the development of categories and themes that reflect students’ opinions of the 
aggression and violence education intervention they received
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7.4.1 Positive educational experience designed to enhance and develop 
their learning of aggression and violence in healthcare 
Following analysis of the three open ended questions for the standard 
education and cinemeducation sessions, one main theme emerged: ‘positive 
educational experience designed to enhance and develop their learning of aggression 
and violence in healthcare’. Exploration of the manifest content led to the 
development of several positive descriptive categories. Gaining an understanding of 
how the students perceived the education intervention provides insight into the 
effectiveness of the education and potential for future development. These accounts 
will now be presented within the corresponding categories.  
 
7.4.1.1 Enabling and empowering and overcomes the risk for 
normalisation 
The students reported an enjoyable learning opportunity and when asked 
what they enjoyed about the session, reported a diversity of positive experiences: 
“Session allowed people/tutor to discuss, elaborate and share experiences. 
This experience felt like the equivalent to a counselling session” (Participant 
145) 
 
“Learning about triggers and that it is not appropriate to tolerate aggression 
even though the patient may be ill or under the influence of drugs or alcohol. 
The escalation scale. Tips on what to do and the importance of our safety and 
then the safety of the patient.” (Participant 129) 
 
“It described the stages of aggression and violence. Enabled accurate 
determination of patient’s stage and how to respond appropriately” 
(Participant 105)  
 
“It was good. Very educational. All the contents were clear and was 
empowering” (Participant 158) 
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7.4.1.2 Educational and provided a framework for understanding and 
remembering 
Many of the students felt that the session helped their understanding of 
aggression and violence in the clinical setting and found it a very positive 
experience. Students commented: 
“The session helped me understand more on aggression and violence and 
was a real eye opener as it is a real thing and is happening in today’s 
society” (Participant 125) 
 
“Learning about the stages and also learning examples of aggression and the 
outcomes has made me realise it is very real in the nursing profession and 
therefore in the future I will now be able to spot a potential incident and take 
steps to protect myself and the patient” (Participant 140) 
 
“I can now recognise how aggression can build in people and know steps to 
take so as not to make things worse. I am also more aware of aggression and 
not just accept incidents as normal” (Participant 155) 
 
Students who experienced the cinemeducation session felt that the use of 
movie clips demonstrated the diversity of aggression and violence and that the 
movies also provided visual examples of aggression and violence in a safe 
environment. Some of the student comments were: 
“Seeing the different ways aggression and violence is portrayed by the media 
and realising that because we are so used to seeing it in movies, we may be 
less likely to recognise it when it happens to us. It seems 'normal'” 
(Participant 101) 
 
“It was a great visual display of the theory details, which made it easier to 
link theory and examples with real life. It gave us a better understanding of 
the content” (Participant 123) 
 
“It was a great way to link theory to practice/real situations. To visually 
determine differences between behaviours” (Participant 179) 
 
The students were very positive when asked how cinemeducation helped 
them learn about aggression and violence in healthcare and felt that the session made 
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them realise what aggression and violence is like in healthcare but also helped them 
bridge the theory practice gap: 
“The aggression and violence isn't always perpetrated by the patient. The 
clips showed perpetrators in different roles teaching that aggression and 
violence can come from anyone” (Participant 101) 
 
“The visual examples were beneficial. We could see how aggression and 
violence was triggered/avoided in different situations - and most importantly, 
defused. It was good to be able to see what we are talking about.” 
(Participant 123) 
 
“If you've never experienced something such as aggression/violence in 
nursing before, it is hard to think of scenarios, but seeing these clips still 
affect you as if you are close to the situation and causes some of the emotions 
related to it” (Participant 125)  
 
“Opened my eyes and created a bigger awareness of aggression and violence 
in healthcare” (Participant 109) 
 
7.4.1.3 Student recommendations to improve educational intervention 
The question relating to how the standard education session could be 
improved provided some interesting comments with many students wanting more 
interaction and visual examples of what was being delivered: 
“Videos to demonstrate what we need to do so we had a better 
understanding” (Participant 128) 
 
“More interaction between the speaker and the audience, roleplaying, or 
watching examples would help with remembering the advice given” 
(Participant 135) 
 
“Images. More thought stimulating media rather than just slides with text” 
(Participant 156) 
 
Most of the feedback relating to how the cinemeducation session could be 
improved related to more movie clips and longer sessions, however, only a few 
students commented they wanted more context prior to the clips, stating: 
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“More context to the scenes as if I did not recognise the movie clip I was 
confused and wasn't able to think about it in relation to aggression and 
violence” (Participant 168) 
 
“Point out what is to be learnt from EACH clip” (Participant 104) 
 
Overall both the cinemeducation and the standard education session were 
positively viewed with students from both groups reporting increased knowledge of 
aggression and violence in healthcare. However, there were fewer suggestions for 
improvement regarding the cinemeducation session and many of the suggestions in 
the standard education session were requesting visual media to aid with their 
learning. 
 
7.5 Summary of the qualitative findings 
The findings presented in this chapter have added another layer of 
understanding to the prevalence findings reported earlier. Analysis of the classroom 
data illustrates how students view aggression and violence as predominantly negative 
events that impact on an individual’s physical, psychological and emotional well-
being. However, students were also able to acknowledge that they require skills and 
strategies to be able to manage and cope with these situations. 
The qualitative findings demonstrate that aggression and violence in the 
clinical setting have had a significant impact on many in this sample of nursing 
students with many describing significant events that have affected how they 
function and conduct their role as a nursing student. Analysis of the students’ 
personal experiences of aggression and violence supported their preconceptions of 
aggression and violence with them feeling overpowered by incidents of aggression 
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and violence that they have been exposed to. Some students did report that they were 
able to cope with some aspects of aggressive incidents that they have been involved 
in and have demonstrated some elements of personal resilience. Clinical educators 
were supportive of the nursing students needs when faced with aggression and 
violence and believed there should be no aggression and violence directed at nursing 
students from staff members and that they should be encouraging students to report 
incidents so that they can aid in the psychological and emotional support they may 
need.  
The education intervention was positively received by students irrespective 
of type, however, the responses did indicate the cinemeducation session was more 
positively received, with no negative feedback given for this session. The qualitative 
findings have given another dimension to our understanding of the experiences of 
nursing students when exposed to aggression and violence and provide more detail 
around what is actually experienced from both an individual and collective 
perspective. The following chapter will discuss the implications of the quantitative 
and qualitative findings presented and provide recommendations to proactively 
manage students who will inevitably be faced with aggression and violence in the 
clinical setting. 
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Chapter 8 Discussion, Recommendations and Conclusion 
8. 0 Introduction 
This study set out to explore nursing students’ experiences of aggression and 
violence in the clinical setting and establish whether they could build resilience in 
this particular area following specifically designed education interventions grounded 
in a positive psychology framework. While it was not surprising that a significant 
number of students in the study sample had experienced aggression and violence in 
the clinical setting, the extent to which it was experienced, and its impact upon them, 
was unexpected and concerning. The major aim of the study was to investigate the 
effect of two interventions developed to support students exposed to aggression and 
violence and ascertain the ability of each intervention to build resilience and increase 
positivity in nursing students in the clinical setting and whether any differences 
existed between the two interventions in relation to the development of these 
attributes.  
The study addressed two main research questions. Firstly, what type of 
exposure to aggression and violence do second and third year nursing students 
report? Secondly, what is the difference in attitude, resilience and positivity towards 
aggression in the clinical setting immediately and four to six weeks post intervention 
in a group of second year nursing students receiving cinemeducation compared to 
standard education? These questions allowed for new findings related to the extent 
and type of aggression and violence experienced by nursing students in addition to 
the ability of nursing students to cope with these incidents pre- and post-
interventions.  
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8.1 Characteristics of sample 
A wide ranging sample of students (n = 224) undertaking a Bachelor of 
Nursing at one metropolitan based university in Western Australia was used. Despite 
the emphasis on one setting, generalizability can be assumed in a number of areas. 
The study sample was predominantly female with nearly half of the second and third 
year groups in the 17-24 year age category. The majority of students had no children 
and the second year students worked similar hours of paid employment per week (M 
9.62 hours) as the third year students (M 11.70 hours). 
The gender imbalance represented by the large female population of this 
study is representative of nursing being a largely female dominated profession both 
in Australia and abroad (Nursing and Midwifery Board Australia, 2012; Nursing and 
Midwifery Council, 2008). The sample was unremarkable and the age of the study 
participants is congruent with ages of undergraduate students enrolled in Australian 
universities (Department of Education and Training, 2013). Interestingly around a 
third of the second year and third year students reported a combined annual income 
of greater than $100,000, which, when considered along with the young age 
demographic, is somewhat surprising. However, it is surmised that many of the 
students in the sample would be living with other family members or be classed as a 
dependent and therefore the combined household income is representative of other’s 
financial income as opposed to the participant’s. It may be possible that financial 
status can influence personal resilience, however, there is no representative data 
from other studies to confirm this. Therefore it is recommended that future studies 
focus on personal income rather than household income to enable conclusions to be 
made. 
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Attrition and loss to follow up within the repeated measures component of 
this study was complex due to the recruitment strategy and research methodology 
associated with data collection (as discussed in depth in chapter 5, 5.1.1 pp 201-202). 
The sample provided data over the three individual time points and a substantial 
amount of data was gathered for analysis. However, due to the nature of human 
research, there was a considerable loss to follow up of participants who failed to 
complete all three questionnaires or provide appropriate tracking details as 
requested, despite several methods of instruction and follow up by the researcher. It 
is suggested that a loss to follow up of 20% or more, such as experienced in this 
study, is of concern and may introduce bias (Dumville, Torgerson & Hewitt, 2006). 
Although the resulting small sample for within and between group comparison over 
time impacts the generalizability and validity of those specific results, the qualitative 
data added a richer perspective that enhanced the general understanding of the 
personal experiences in this complex situation and therefore, the combined data still 
contributes important insights into answering the study questions and provides 
findings in this area not previously presented. Consequently, the inclusion of the 
qualitative data in the findings, although of an exploratory nature, is still important.  
 
8.2 Prevalence of aggression and violence experienced by nursing 
students 
The inherently subjective nature of the meaning of aggression and violence is 
supported by the range of second year nursing students’ thoughts and beliefs that 
emerged in the classroom setting during the study intervention. When asked ‘what is 
aggression and violence?’ the students responded with multiple words and phrases 
which, when subjected to thematic analysis captured students’ perspectives (Fig 7.1 
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p263). It is important that the students’ understandings and the subjectivity of the 
meaning of aggression and violence be considered when exploring the student 
responses as each recounted incident is far more than study data, it is a significant 
episode that has the potential to have a profound effect on the individual (and in 
some cases the professional team) and that has not been reported previously outside 
of this study. 
The accounts of aggression and violence found in this study were diverse and 
the high prevalence and nature of the incidents are concerning. It is essential that 
when discussing the accounts of these incidents that the possible causes, the impact 
upon the nursing students and possible resolutions are fully explored. To investigate 
these elements careful consideration needs to be given to the specific areas of 
physical and non-physical aggression reported by the nursing students and 
consequently this discussion will first examine the findings related to each, 
separately. As there were no published studies pertaining to aggression and violence 
aimed at nursing students in Australia prior to this study, this discussion uses the 
available international literature related to the prevalence of aggression and violence 
that nursing students have experienced in other countries. 
 
8.2.1 Physical aggression and violence experienced by nursing students 
Approximately 30% of both the second and third year nursing students in this 
study reported experiencing actual physical aggression and violence during clinical 
practice in the workplace (Table 5.3 p. 209). Although prevalence rates for 
aggression and violence against nurses in other countries has been reported at 
between 43% and 81% (Erkol et al., 2007; Winstanley & Whittington, 2004) the 
extent of the problem amongst nursing students is less well understood, with rates of 
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physical aggression and violence reported at between 4% and 34% (Çelebioglu et al., 
2010; Celik & Bayraktar, 2004; Hopkins et al., 2014). Despite the broad range of 
rates observed elsewhere, the higher figures reported in this current study are 
supported by the findings that nursing is one of the highest risk jobs for encountering 
aggression and violence in Australia (Perrone, 1999), with nurses more likely to 
experience violence than any other healthcare worker (Wells & Bowers, 2002). 
The incidents of physical assault on nursing students reported in this current 
study are much higher than in Italy where a study found only 6.6% of nursing 
students reported being physically assaulted in the 12 months immediately prior to 
data collection (Magnavita & Heponiemi, 2012). However, on closer examination, 
the true prevalence of physical aggression in the study by Magnavita & Heponiemi 
may in fact be considerably higher as a large proportion (79.2%) also described 
physical assault/abuse in response to other survey questions. There is no context 
given in the study findings as to what the students were describing or whether the 
descriptions were based on personal experiences, however, it is reasonable to assume 
that a proportion of these students may have based their descriptions on either 
observed or personal experiences and therefore suggests a potentially significantly 
higher prevalence of physical aggression. The issue of varying operational 
definitions may also be reflected in the lower prevalence rates reported in other 
studies such as those from Turkey (Çelebioglu et al., 2010) and the USA 
(Hinchberger, 2009) where 50.3% and 10% of nursing students respectively reported 
experiencing physical aggression. 
The ambiguous nature of definitions is a limitation that needs to be 
considered when comparing prevalence rates to other studies as neither the study 
from Turkey nor the USA appeared to provide participants with clear definitions of 
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aggression and violence, which may undermine the validity and generalizability of 
their findings. This current study sought to minimise this limitation by the use of 
direct questions and repeated provision of the definition of aggression and violence 
as a reference point for participants. In addition to the issues related to comparisons 
when using differing definitions of aggression and violence, the sample from the 
study in the USA is also not directly comparable to this current study as the students 
surveyed were post graduate students enrolled in an on-line course, and therefore 
may have the potential for greater exposure within their role as a registered nurse 
(Hinchberger, 2009). Whereas the Turkey study, with a distinctly lower number of 
reported physical assaults, appears comparable to the current study in so much as 
their sample consisted of 380 undergraduate nurses (Çelebioglu et al., 2010). 
However, consideration of the cultural, geographical and educational differences 
between the studies is needed. Without similar evidence from Australia it is not 
possible to make comparisons within this context, however, regardless of the range 
of prevalence rates described worldwide, the extent of physical aggression 
experienced by multiple students from a variety backgrounds in a global context is of 
concern and merits action.  
The form of physical abuse experienced varied in the current study although 
students claimed to have been mainly punched and grabbed. The potential for 
significant serious physical injury is very real from these types of incidents but other 
incidents may carry higher risks and one student reported an attempted stabbing, 
which could result in death or serious injury as well as serious psychological harm. 
A study from the UK also found that nursing students reported being punched and 
scratched (Grenade & Macdonald, 1995) and findings relating to the type of assaults 
in this current study are comparable to that experienced by registered nurses in 
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Australia (Jackson et al., 2002; O'Connell, 2000). There may be several reasons that 
explain the phenomenon of such a high prevalence amongst nursing students and 
registered nurses. Registered nurses and nursing students provide the highest 
proportion of first line care to patients and the nature of incidents (punching, 
scratching) reported by the nursing students in this current study suggests close 
proximity to the perpetrator. It may indeed be possible that nursing students are 
exposed to more aggression and violence as they are undertaking more personal 
patient care than ever before with possibly little or no supervision because of a 
shortfall in the numbers of registered nurses (Health Workforce Australia, 2012). 
The potential for nursing students to be exposed to clinical aggression and violence 
due to staffing issues appears to be a very real possibility and further research is 
required to determine the precise nature of the relationship. There is also evidence of 
an increased incidence of drug and alcohol related issues in society in general 
(Australian Institute of Health and Welfare, 2013a, 2013b), many of which may end 
in hospital presentation and admission. Alcohol related physical aggression and 
violence is on the increase (Australian Institute of Health and Welfare, 2013a) and it 
is not unreasonable to suggest that this leads to increased aggression and violence 
within the hospital setting.  
Understanding the influence such events have on student nurses is essential if 
we are to begin to reduce the detrimental effects of aggression and violence and 
better prepare nursing students to cope with these situations. Despite the reported 
prevalence of physical aggression in this current study, reassuringly, a large 
proportion of students either never or rarely felt they were at risk when in the 
workplace (Table 5.4 p. 209). This perception is also represented in the literature 
with registered nurses reporting feeling safe at work despite high levels of exposure 
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(Anderson, 2011; Chapman et al., 2010a). However, one exception in the current 
study’s cohort was the third year follow up students where nearly 60% reported 
feeling at risk of physical aggression either sometimes, often or all the time (Table 
6.3 p246). The reason for these students feeling at greater risk than other students at 
different stages in the program may be multi-factorial and was not explored directly 
in this study. However, factors such as greater exposure to more high risk areas such 
as mental health and emergency departments than the other groups of students may 
be a contributing factor, but it may also be due to repeated prolonged exposure to 
physical assault, which students fail to report and/or receive little or no support when 
they do. Encouragingly, the second year nursing students felt less at risk of physical 
assault at post-clinical practicum compared to baseline. It is difficult to identify a 
particular reason for this, however, the only change to the curriculum was the 
introduction of the education intervention of this study. Therefore, the observed 
decrease in perceived risk of aggression and violence may have been brought about, 
at least in part, as a result of the intervention and a subsequent greater awareness of 
the potential for exposure to, and management of, aggression and violence. 
Patients were the main perpetrators of physical assaults, although in this 
study there were also reports of physical assaults by staff members from a small 
number of second year (3%) and third year students (11.1%). A recent study from 
Italy by Magnavita and Heponiemi (2012) supports this finding, with an even higher 
proportion of incidents of physical aggression being reported by students perpetrated 
by work colleagues (18.5%). It is difficult to ascertain the reasons for the higher 
prevalence of collegial physical aggression compared to the current study. However, 
as mentioned previously, different tools administered in a language other than 
English were used to measure physical aggression therefore this, along with cultural 
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differences, may account for the variances observed. These findings suggest that 
larger scale longitudinal data, with comparable operational definitions, are needed to 
add clarity around the extent of the problem in this area. Interestingly, there was no 
statistical difference in the number of students experiencing physical aggression and 
violence based on year of training in the current study. This may indicate that 
aggressive incidents are more prevalent within the first year of training, and maybe, 
as the students progress through their training they are able to recognise the potential 
for aggressive events and either avoid them or diffuse them. However, this may also 
be due to either the students accepting aggression and violence as part of the job, as 
registered nurses have been observed to do (Anderson, 2011; Ayranci et al., 2006; 
Chapman et al., 2010a), and as a result the student simply fails to report subsequent 
incidents. Indeed, Grenade and MacDonald (1995) found that 26% of students failed 
to report an aggressive incident, which would suggest far more nursing students are 
subjected to physical aggression and violence than is reported here and in the 
literature. 
 
8.2.2 Non-physical aggression and violence 
Nearly 60% of the students in this current study had experienced non-
physical aggression and violence in the clinical setting (Table 5.5 p.211 and Table 
6.3 p246). Non-physical aggression is clearly more commonly experienced with 
nearly double the number of incidences of physical aggression being reported. The 
trend of higher numbers of students being exposed to non-physical aggression is also 
represented in the literature. This current study has an even higher reported 
prevalence than a UK study, where 45% of students had experienced non-physical 
aggression (Ferns & Meerabeau, 2008). The difference in these studies’ findings 
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may again be representative of the variation in the operational definitions used. The 
study by Ferns and Meerabeau (2008) specifically focused on verbal aggression, 
whereas the current study encompasses many different forms of non-physical 
aggression as described in Figure 2.3 (p. 29). In contrast to Ferns and Meerabeau 
(2008) the current study did, however, have a significantly lower prevalence of non-
physical aggression compared to two studies from Turkey, which found between 
90% and 100% of nursing students had experienced non-physical aggression 
(Çelebioglu et al., 2010; Celik & Bayraktar, 2004). The observed difference may be 
explained in the case of the study by Celik and Bayraktar, by their inclusion of 
incidents that were also perpetrated by fellow students and faculty in the university 
setting. Differences in healthcare, nurse education and culture between the countries 
must be considered as contributing factors in interpretation of non-physical violence 
in the study by Çelebioglu et al. (2010). The validity of the findings presented by 
Çelebioglu et al., may also be challenged as there was no evidence of a clear 
definition of aggression and violence used, therefore many of the responses may be 
based on the students subjective interpretation of aggression and violence. As this 
current study attempted to minimise subjectivity through the provision of a definition 
of aggression and violence the findings can provide a benchmark for future studies in 
Australia and other similar countries. 
More students felt at risk of non-physical than physical aggression in the 
clinical setting with around 60% of second and third year students feeling at risk 
either sometimes, often or all the time. Interestingly this increased feeling of risk was 
again more prominent in the third year follow up group with over 66% of the 
students feeling at risk of non-physical aggression at a time when they were almost 
registered nurses. Factors such as higher exposure time to clinical practicum, more 
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high risk practice placements, greater awareness of aggression and violence in 
healthcare and apprehension regarding the impending change in responsibilities 
associated with graduation may be contributing factors in the increased feelings of 
risk. 
Unlike the perceived risk of physical aggression, there was no statistically 
significant difference in the number of students reporting experiences of non-
physical aggression in the second year students over time. This suggests that the 
intervention had no influence on their perceptions and feelings when subjected to 
non-physical aggression. However, it is also possible that the intervention confirmed 
the students already held personal beliefs about non-physical aggression. Therefore, 
it is possible that due to the previous exposure of non-physical aggression the 
students already had an awareness of non-physical aggression and the risk they 
perceived might be classed as preparedness. 
The perpetrators of the non-physical violence were varied compared to 
physical aggression and violence with more accounts of horizontal violence present. 
This was more evident in the third year follow up cohort who were about to become 
registered nurses, with a shift away from the patient as the main perpetrator to the 
nurse. The findings attributed to the second and third year data are comparable with 
other studies from the Turkey and UK where the patient was the main perpetrator 
(Çelebioglu et al., 2010; Ferns & Meerabeau, 2008). Only Ferns and Meerabau 
attempted to provide an explanation for the high levels of aggression from patients 
suggesting that one reason could be that students are more likely to have long 
periods of close proximity to patients as they carry out their routine care.  
The third year student follow up data also identified other nurses as the main 
perpetrator for 50% (n = 20) of students compared to 76% (n =72) of nursing 
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students in a larger European study (N = 275) (Magnavita & Heponiemi, 2012). 
These findings add support to the notion that that nurses have a propensity to ‘eat 
their young’ (Longo, 2007; Rowe, 2005), particularly as the third year follow up 
nursing students were only a few weeks away from graduating as registered nurses. 
This finding suggests that aggression and violence interventions need to give added 
focus to the issue of horizontal violence towards the end of nurse training, allowing 
students to be better prepared for the incidents they will inevitably face when 
working as a junior registered nurse. It is evident within the literature that bullying 
and horizontal violence is prevalent in nursing (Jackson et al., 2002; Longo, 2007) 
and therefore it may be pertinent to implement strategies aimed at reducing 
horizontal violence in nursing within undergraduate nursing programmes, which may 
form the basis for the prevention of horizontal violence occurring within the nursing 
profession. 
 
8.3 Nursing students’ beliefs and feelings about aggression and violence 
Several tools were used in this study to gain an understanding of the 
complexity of students’ beliefs and feelings about clinical aggression and violence 
and also the psychological and emotional impact of their personal experiences of 
aggression and violence. It is clear that aggression and violence have a negative 
effect on the recipients and can cause stress responses, which can result in significant 
emotional and psychological harm to individuals (Bell, 1995). However, what is not 
clear in the current literature is how nursing students perceive aggression and 
violence and the impact it has on them. The Attitude Towards Aggression Scale 
(ATAS) devised by Jansen (2005a) proved an appropriate measurement tool to 
analyse the students attitude towards aggression and was adapted for use in this 
 297 
 
study by linking the ATAS to aggression experienced in the clinical area. This made 
it relevant for the students and pertinent to targeting a specific education intervention 
tailored to the students’ needs. The ATAS measured the students’ attitudes towards 
aggression from strongly disagree to strongly agree, and based on the response, 
categorised the students’ reaction into one of five pre-determined attitudes (Table 4.1 
p174). 
Analysis of the ATAS revealed that the second and third year nursing 
students’ attitudes towards aggression were likely to have a negative effect on their 
lives as they were primarily the destructive and offensive attitudes. Although the two 
cohorts had slightly differing attitudes towards aggression with more of the second 
years having a destructive attitude compared with the third years who had an 
offensive attitude, they were still negatively focused and were based on views of 
aggression being threatening, unpleasant and hurtful (Jansen et al., 2006) as 
identified in both the ATAS data and their qualitative descriptors. Although the 
second and third year students displayed different attitudes, the measurements of 
those attitudes clearly demonstrated that the students felt the aggression they were 
subjected to was harmful to them and others as opposed to being something they 
could tolerate (Jansen et al., 2006). 
The findings of this study identify that as the students become more 
experienced their attitudes of aggression change from being defensive of the threat of 
aggression to being more aware of it and displaying condemnation of aggressive 
incidents. It would not therefore be unreasonable to assume that if the nursing 
students’ perception of the experience of aggression and violence can be influenced 
in a safe classroom setting, this will enable students to cope with these situations 
better. 
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The attitudes demonstrated by the students in this study are similar to that of 
registered nurses in some European countries where, although there were differences 
across five countries, nurses in the UK and Norway also recorded high scores in the 
destructive and offensive attitudes as did the students in this study (Jansen et al., 
2006). This similarity suggests that the students in this current study are not unique 
in their beliefs and attitudes and share similar ways of viewing aggression to other 
nurses. Therefore, any influence of the students’ attitudes gained from the 
intervention in this study could theoretically be transferable to other disciplines and 
countries. 
The results from the ATAS support the notion that both registered nurses and 
nursing students need support and education if they are to cope with these negative 
emotions and prevent them from affecting their well-being. Understanding nursing 
students’ attitudes towards aggression prior to devising an aggression and violence 
management pedagogy is crucial as these attitudes can be used to channel the 
structure of the pedagogy. Students can be made aware of their attitudes and 
therefore, develop self-awareness and through reflective practice may be able to 
interpret and evaluate their feelings at the time of an incident and engage appropriate 
management strategies 
In addition to attitudes to aggression, information was also sought regarding 
how students felt in response to specific scenarios based around aggression and 
violence in the clinical setting. The Positive Affect, Negative Affect scale (PANAS) 
and its variations (I-PANAS-SF) have been used in the past to ascertain an 
individual’s general feeling of positivity and negativity in certain situations 
(Thompson, 2007; Watson, 1988). This study, for the first time, has adapted the I-
PANAS-SF to investigate how nursing students respond to certain aggressive 
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situations. The resulting data provided some interesting findings and, although there 
are no similar data to compare with, the feelings and beliefs of the students warrant 
careful consideration. The second year nursing students scored more highly on the 
Positive Affect than the Negative Affect for scenarios involving patients or where 
direct patient contact was described. Whereas the opposite applied for the scenario 
involving verbal aggression from a patient’s relative with students scoring the 
negative scale highly for this scenario. This was the only situation that had no 
medical explanation, such as dementia, alcohol or anaesthesia, for the aggression 
implicit in the scenario. It may be construed that the students assimilated the other 
scenarios into situations they have experienced and were able to empathise with the 
patients in the situations described and, due to the medical reasons behind the 
aggression, be more understanding and accepting of the incidents. This is supported 
by the humanistic response literature that acknowledges that individuals respond to 
events based on their own personal experiences (Cox, 1993). The scenario 
purporting aggression from the relative is the only one that details continued abuse 
and the need to call for help, and therefore it could be argued that this continued 
aggressive behaviour, that could not be readily justified, may account for the 
increased negativity expressed by students to this scenario. 
Changes in positivity in students by the scenarios involving patients did not 
significantly change over the time of this study. There was, however, a statistically 
significant change in effect in the reports of the last aggressive incident they were 
involved in. The students scored the last aggressive incident in which they were 
involved higher on the negative affect scale at post-practicum compared to baseline. 
There was no data available for analysis of the I-PANAS-SF for the third year 
nursing students but interestingly, the third year follow up students also scored the 
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last aggressive incident highly on the negative affect scale. It is difficult to attribute 
this change solely to the intervention as there are many other potential variables to 
consider. The post clinical practicum questionnaire was completed immediately at 
the end of the clinical placement, therefore any aggressive incidents they had been 
involved in would have been very recent and may have invoked more vivid 
memories compared to those considered at the baseline questionnaire. However, it is 
possible that the intervention influenced their views that aggression and violence are 
predominantly negative experiences, which would align with their attitudes towards 
such situations as being harmful, as revealed in the ATAS. The third year follow up 
students completed the questionnaire under similar conditions to the second year 
students and therefore it is possible that this study intervention has influenced 
students’ reflection and perception of aggression and violence. 
There is no literature to compare these findings with or to add support to any 
of the influencing variables as this is the first time positive and negative activation 
has been measured in response to aggression and violence scenarios. The findings 
from this component of the study have produced an interesting possibility, that 
aggression and violence education can alter students’ approaches to personal 
experiences of aggression and violence and potentially influence how they respond 
to future encounters. This area requires further investigation on a larger scale, 
accounting for the variables discussed in order to produce a more focused 
educational intervention with the aim of increasing positivity of personal encounters 
of aggression and violence. 
The students further alluded to what aggression and violence they were more 
accepting of in the qualitative findings where students mainly reported a level of 
acceptance of clinical aggression if there were medical causes to help explain the 
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behaviour. Nurses’ acceptance of aggression and violence due to medical reasons is 
debated in the literature (Department of Health, 2004; Ferns, 2006; Stirling et al., 
2001; Whittington et al., 1996), and although no consensus regarding this has been 
met, it is proposed that nurses often identify aggression and violence as being part of 
their job because of the potential medical causation (Anderson, 2011; Jones & 
Lyneham, 2001). 
The range of negative responses related to aggression and violence in the 
clinical setting observed in the nursing student population in this study is of concern 
but it is also expected based upon the stress response associated with aggressive and 
violence encounters (Antai-Otong, 2001; Dietz, 2009; Rhead, 1995). The findings 
from the I-PANAS-SF when considered along with the qualitative findings, not only 
confirm that nursing students view aggression and violence negatively, but that they 
also experience negative feelings and emotions following these incidents, which may 
have a significant bearing on them both personally and in their role as a nursing 
student. The conceptual framework (as discussed in Chapter 3, 3.3 – 3.4 pp. 82-108) 
used in this current study predicted the negative impact aggression and violence 
would have on the students, and also had the ability to use these findings to enhance 
the pedagogy in order to develop a heightened awareness of their emotions and 
potentially increase their resilience and subsequent ability to cope with these events. 
Having identified the high prevalence of aggression and violence experienced 
by nursing students, and the feelings and responses they are generating in them, it 
was important to also ascertain whether they had developed coping mechanisms to 
help them better manage these situations. In relation to this, a key aim of this study 
was to identify whether baseline levels of resilience to aggression and violence could 
be further developed in nursing students through targeted education. In general, 
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resilience is described as the ability to ‘bounce back’ from adversity (Fredrickson, 
2009; McEwen, 2011) and this was supported by the qualitative findings in this 
study where nursing student’s described developing personal attributes of resilience 
as a result of the experience (Fig 7.2 p. 265). Much of this evidence is contained 
within the student’s personal descriptions of how they responded to and coped with 
the aggression and violence they were exposed to. In addition to the qualitative 
evidence a shortened 14 question Resilience Scale (Wagnild & Young, 1993) was 
used as a tool to measure individual student’s general resilience. 
Analysis of the resilience scale revealed that second and third year nursing 
students did indeed have moderate resilience levels even before the education 
intervention was delivered, and this was statistically significantly higher than the 
lowest possible score. However, the third year nursing students reported a 
statistically significantly lower score than the second year students. It is unclear why 
this difference was present and it seems unlikely that differences in the individual 
cohort members would affect the entire year group’s scores. The third year nursing 
students were under academic pressures at the time of completing the questionnaires, 
however, with multiple pending assessments that may have negatively affected their 
resilience scores as a group. The lower levels of resilience in the third year nursing 
students are an important additional finding that may be indicative of the students’ 
humanistic response to the stressful events they were encountering at the time of 
questioning. How people respond to situations is related to their levels of resilience 
(Cox, 1993), therefore it may be that their resilience levels were already low due to 
the other influencing variables and it is this that influenced the differences between 
the year groups. This may indeed have wider implications for nurse education and 
 303 
 
the nursing curriculum in regard to assessment and resilience, and may require 
further research beyond the parameters of this study.  
Support for the notion that the education intervention used in this study has 
influenced an increase in nursing students’ resilience can be found in the findings of 
the second year nursing students, as their resilience levels were higher at post-
clinical practicum compared to before receiving the intervention. Adding to this 
change are the findings from the third year follow up nursing students who had 
higher resilience levels than the third and second year students. The high resilience 
levels in the third year follow up nursing students is interesting as they had all 
received the cinemeducation intervention and as there is a significant increase in the 
second year nursing students resilience levels at post-clinical practicum, it is possible 
that this was due to the students receiving the intervention. 
This study is the first of its kind to associate increased resilience with 
aggression and violence education and therefore there is no comparable literature to 
draw conclusions of efficacy. It is, however, pertinent to note the diversity of 
resilience studies and the positive results resilience building can have on the elderly, 
adolescents, cancer patients and education in a wide range of settings (Black & Ford‐
Gilboe, 2004; Caltabiano & Caltabiano, 2006; Neill & Dias, 2001; Strauss, Brix, 
Fischer, Leppert, Füller, Roehrig, Schleussner & Wendt, 2007; Wagnild, 2003). The 
resilience findings in this study can add to this growing body of literature and inform 
future studies of the possibility of providing nursing students with the knowledge 
and tools to not only cope with aggression and violence in the clinical setting, but 
also develop resilience skills for their personal well-being. 
Following identification of the students’ resilience levels, it is important to 
ascertain whether the observed increase in student resilience has merely enabled 
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them to be able to recover from certain adverse incidents and/or whether they are 
indeed able to cope better with aggression and violence in the clinical setting.  
 
8.4 Coping with aggression and violence 
Now that it is established that there is significant prevalence of aggression 
and violence experienced by nursing students within a Western Australian 
university, it is clear that the current literature is lacking in an important area, that is, 
how the students respond and cope with these events. In relation to this it is 
important to note that in general the individuals concerned are mainly young females 
who often may not have the life experiences of skilled registered nurses, therefore 
workplace aggression and violence has an increased potential to seriously affect 
them both personally and professionally. This study has provided evidence to assist 
in the understanding of this through thematic analysis of the qualitative data, which 
uncovered two distinct responses of nursing students to aggressive and violent 
incidents. 
There was a small number of students who demonstrated the skills and 
knowledge to rationalise what had occurred during the event and who reflected on 
the positive elements of the situation to move on from and develop some resilience 
to similar future events (Figure 7.2 p. 265). These responses by the students in this 
study are in stark contrast to those surveyed in the Turkish study by Celik and 
Bayraktar (2004), which found that most students either did nothing (38.7%) or put 
up barriers (28.9%). In the current study, most students responded to and coped with 
incidents by talking about the incident with another person. It is unclear whether 
qualitative data was gathered for analysis in the Turkish study, which may account 
for ‘talking to someone’ as not being identified as a coping strategy. The reluctance 
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by students to employ coping strategies in the study by Celik and Bayraktar may also 
indicate that these students had not developed mechanisms to deal with these 
situations. Therefore the students surveyed may have difficulty dealing with their 
feelings, which could cause uncertainty about how to respond to aggressive 
situations and subsequently cope with them. The students in the current study clearly 
felt that they had the freedom to express themselves through verbalisation and 
recollection of the event, which has been shown in client centred therapy to be an 
effective means of coping (Csillik, 2013). 
The negative responses identified earlier (through analysis of the ATAS and 
I-PANAS-SF) were also explained in more depth through the students’ qualitative 
comments where they described feeling vulnerable and responded with feelings such 
as anger or fear to aggressive incidents (Figure 7.2 p. 265). These findings are 
similar to those found by Çelebioglu et al., (2010) where over 80% of the students 
felt anger and/or anxiety as a result of the aggression they experienced. A further 
small scale qualitative European study also acknowledges the anxiety students feel 
following aggression in the clinical environment but adds, as this study also found, 
that some students have coping mechanisms in place to deal with these situations 
while others may not (Nau et al., 2007). Although the work by Nau et al., is from a 
small sample, there are similarities in student responses between this study, and the 
study by Çelebioglu et al., which suggests the impact and coping strategies shown by 
students experiencing aggression is similar regardless of clinical setting or country. 
The findings from this study relating to student responses to aggressive incidents 
support the evidence in the current literature suggesting that adverse events can 
indeed affect an individual’s physical, psychological and emotional well-being 
(Antai-Otong, 2001; Rhead, 1995). It is also clear, however, that some individuals’ 
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previous life experiences can assist to not only cope with these adverse situations, 
but also develop resilience to future similar events. The common findings between 
studies provide evidence that action is required in order to prepare and protect the 
students when dealing with these situations. 
The effects of aggression and violence on nursing students has been 
previously referred to in the literature using either quantitative methods (Magnavita 
& Heponiemi, 2012) or qualitative methods (Nau et al., 2007), whereas this study 
has provided a deeper understanding of the impacts of aggression and violence by 
the use of a mixed methods approach. This study found that some students were able 
to attribute some rationale to their feelings and emotions and develop some resilience 
to future events. However, many demonstrated feelings that suggested they were 
overcome with negativity and therefore found themselves controlled by these 
feelings, which may have made it difficult for them to move on from these incidents 
with a positive perspective. Indeed, it was evident that some students did not have 
the skills to deal with these situations well, and were left feeling isolated and on the 
verge of leaving the profession. 
Although only a small number of students demonstrated they had the ability 
to comprehensively cope with aggressive incidents, most of the students did attempt 
to employ at least some coping strategies, even if they reported feeling overwhelmed 
by the situation. Students used their families, friends and fellow students to talk to as 
a means of discussing the event with someone whom they felt cared and were 
prepared to take the time to listen to their concerns. However, reliance on talking to 
fellow students may be problematic, as they may not have the ability and skills to 
recognise significant issues resulting from the incident. Also if students are already 
experiencing negative feeling and emotions, the discussing of adverse feelings by 
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another student may illicit negative responses in the recipient, possibly also inducing 
anxiety in them. The negativity associated with aggression and violence in clinical 
practice can potentially have long reaching consequences for both the individual 
student’s well-being and the nursing profession with a possible effect on attrition 
rates. 
Although the findings of the I-PANAS-SF demonstrated a mainly positive 
reaction by students to the hypothetical aggression scenarios, the feelings reported in 
the qualitative component of this study in response to their real experiences were 
inherently negative and caused varying degrees of stress responses. This suggests 
that giving the opportunity to analyse fictitious situations from which they were 
personally detached allowed the students to form a more positive rational response, 
however, the reality of a real situation had a very different effect on them. 
Many of the students reported feelings of distress that significantly impacted 
on them and required time off work as a direct result of the incident. This is 
especially concerning for the non-physical aggression as the students reported taking 
time off work not for a physical reason, but due to the psychological and/or 
emotional harm they suffered. This has the potential to further affect attrition of 
nursing students and therefore deplete an already struggling workforce.  
The findings of this study identify that students have the ability to recognise a 
potential negative experience, which may cause personal distress and affect how they 
deal with it. This provides the opportunity for the intervention aspect of this study to 
target these potential coping strategies and provide the students with the knowledge 
and skills to deal with these situations and develop some resilience to aggression and 
violence. 
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8.4.1 The continuing challenge of underreporting aggression and 
violence by nursing students 
The principle coping mechanism of all students in this current study was to 
talk to someone about the incident they had been involved in, and while some 
reported talking to the staff at the practice placement, no students discussed the 
incidents with academic staff at the university. This is problematic as academic staff 
are unable to act on aggressive incidents if they are unaware of them, although this 
problem is not uncommon. The underreporting of aggressive and violent incidents is 
prevalent in the nursing literature (Chapman et al., 2010a; Haller, 1988; Lion, 1981; 
Rippon, 2000) and was also supported in the qualitative findings of this study. The 
level of underreporting was also substantiated by the feedback from the clinical 
educator session provided during the study. The clinical educators identified their 
own personal underestimation of the scale of the problem of aggression and violence 
experienced by nursing students, possibly as a result of the nursing students’ failure 
to report incidents to them. The reasons for this may be similar to those found 
amongst registered nurses, who tend to view aggression and violence as part of the 
job (Anderson, 2011; Ayranci et al., 2006; Chapman et al., 2010b), but there may be 
other complex reasons associated with working across clinical and academic 
settings, such as fear of failure or condemnation, that require further exploration. The 
underreporting of incidents is problematic and may indicate that the true prevalence 
of aggression and violence experienced in this study is indeed much higher, therefore 
many more may be suffering psychological and emotional distress following an 
unreported incident that the student feels is too late to address. This will undoubtedly 
impact on the ability of nursing students’ to recognize and develop attributes of 
resilience as identified in the thematic analysis of the qualitative data. It is 
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recommended that future research takes this finding into consideration and uncovers 
the underlying causes of the failure to report incidents by nursing students. 
 
8.5 Education of undergraduate nursing students 
Literature related to education in aggression and violence management is 
sparse for undergraduate nursing students, and many education interventions 
provided for undergraduate nursing students in the past were either adaptations of 
those used in post graduate courses or intensive three to five day courses introducing 
theoretical and practical aggression management skills (Beech & Leather, 2003; Nau 
et al., 2009; Taylor, 2000a). The education intervention used in this study differed 
from approaches in other studies as it utilised the experiences and feelings of the 
students as a primary focus for the theoretical development and implementation of 
the intervention. The educational intervention was therefore aimed at developing or 
enhancing students’ intrinsic abilities to cope and build resilience to aggressive 
situations by giving them the opportunity to learn from other people’s experiences 
and prepare them for these potential incidents and then positively move on from 
them. A study in Germany reviewed nursing students’ experiences of aggression and 
violence prior to developing a specifically targeted education course, however, the 
study differed from this current study as it aimed to increase students’ confidence in 
coping with aggression and violence rather than increasing resilience (Nau et al., 
2009). The study by Nau et al., in comparison to this study had a smaller sample 
(N=68) and the education was delivered in sets of eight 45 minute lessons over a 
period of three days compared to the one off two hour session with two 15 minute 
follow up sessions, designed to explore the students’ experiences through group 
work in a sharing environment over 12 weeks, in this study. The education 
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intervention in the German study used the ‘confidence in coping with patient 
aggression scale’ to measure the student’s confidence. The participants in the study 
reported an increase in confidence when dealing with aggressive situations, 
compared to a measured increase in resilience in this study, which students may find 
is transferable to other aspects of their life. There are problems associated with 
increasing student’s confidence to deal with aggression and violence as identified in 
early work by Beech (2001). It was theorised by Beech that students may expose 
themselves to greater risk as they become to feel more confident in dealing with such 
situations. It is unclear if this was considered by Nau et al., (2009) however, this is 
cause for concern and aggression and violence education must aim to protect the 
students and not inadvertently compromise their safety or give them a false sense of 
security. This current study’s approach to aggression and violence education 
considered potential problems such as this and changed the approach to aggression 
and violence education based on the students’ previous experiences, feelings and 
beliefs in order to provide them with the tools to cope with aggression and violence 
rather than actively and physically manage the situations. 
It is clear from the findings that education of aggression and violence 
management, if designed with influences from the positive psychology and resilience 
fields, may be able to influence attitudes, perceptions of positivity and resilience. 
Analysis of the ATAS and I-PANAS-SF identified no significant differences 
between education type, which would suggest that the changes in attitude and 
positivity of aggression and violence are more likely to be associated with the 
theoretical content rather than the type of delivery. The resilience scale analysis, 
however, identified some interesting mixed results in relation to the type of 
education received. There were statistically significant differences at each time point 
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of this study with the standard education group having significantly higher resilience 
levels at baseline and immediately following the intervention, whereas the 
cinemeducation group had significantly higher resilience scores at post-clinical 
practicum. The higher scores for the standard education group would suggest that 
this form of delivering theoretical information may better assist short term increases 
in resilience, however, as the cinemeducation group had higher scores at post clinical 
practicum, it may be that this innovative education method increases resilience in the 
longer term. Due to the low response rate in this study, further longitudinal research 
is required before any conclusions can be made regarding the long term effects of 
cinemeducation on resilience levels.  
This study took the opportunity to investigate whether a previously untested 
pedagogical intervention could increase the students’ resilience by comparing a 
standard didactic pedagogic approach to that of cinemeducation. Prior to the 
intervention it was important to establish baseline knowledge of aggression and 
violence management as this could influence the intervention content and direction. 
The majority of students had not received any formal aggression and violence 
management education and of those that had, most had received in-house healthcare 
facility training from their employer (Figure 5.2 p. 214). This training was comprised 
mainly of a variety of theoretical information but specific data relating to content 
was not obtained. Based on the findings from the baseline data, it appeared that the 
students had little or no knowledge of the theoretical understanding of aggression 
and violence management and most only had coping strategies based on personal 
experiences.  
As there was little or no previous aggression and violence education 
undertaken by the students, it was felt that there were clear benefits to receiving 
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either of the education interventions as both education groups increased personal 
resilience and had experienced less incidents of physical aggression and violence at 
post clinical practicum compared to baseline. The feedback from the students related 
to the intervention was positive towards both pedagogic approaches indicating the 
students appreciated both types of formal education on aggression and violence. 
However, the constructive comments from the standard education group were 
focused on requesting a more interactive session in future, with students feeling that 
it could be enhanced by the movie clips received in the other group and through role 
play. 
 
8.5.1 Cinemeducation as a pedagogy for undergraduate nursing 
aggression and violence education 
Cinemeducation was used as an innovative pedagogy for aggression and 
violence education in undergraduate nurse education as a means of incorporating 
positivity and resilience into the nursing curriculum. The use of movies in education 
has been recognised as more than just entertainment in the classroom and is 
acknowledged as a powerful teaching medium: 
‘Movies, like language, are a means of communicating, yet movies go 
beyond simple communication as they are not restricted by language, culture 
or religion, indeed, it is suggested that movies inform us about the human 
condition’ (Niemiec & Wedding, 2014, p. 3). 
This sentiment is particularly pertinent to aggression and violence education 
as the experiences reported by the students in this study produced intrinsic human 
responses such as fear, anxiety and feelings of being overpowered by the aggression 
and violence. It was evident from the student feedback of the education intervention 
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that the cinemeducation session was well received and the students felt that the 
movies enhanced their learning and allowed them to experience situations through 
the eyes of others.  It is therefore a plausible assumption that cinemeducation 
enhanced by positive psychology is an appropriate pedagogic design to aid students 
in addressing the confusing and potentially damaging feelings, generated through 
exposure to aggression and violence. 
Although the responses to the education feedback sessions from both 
education groups were positive and demonstrated a desire for knowledge of 
aggression and violence management, the cinemeducation group provided much 
richer and more extensive data in response to the open ended questions than the 
standard education group. As the theoretical content was the same, it is logical to 
assume the enthusiasm and desire for the cinemeducation session is a direct result of 
the movie clips used and the resultant feelings experienced by the students. The use 
of movies, including commercial movies, in education is said to enhance the learning 
experience and facilitate engagement and interest from the student (Fleming, 
Piedmont & Hiam, 1990; Nissim-Sabat, 1979). Although no quantitative data was 
gathered during this current study to confirm this, these qualities were evidenced in 
the qualitative feedback and from the researcher’s personal observations whilst 
conducting the sessions. As with this current study an early study of the benefits of 
incorporating films into pedagogic design found overwhelming support for the use of 
films in education from student evaluations (DeFronzo, 1982). The results reported 
by DeFronzo identified that 97% of students said they would encourage the use of a 
course using films as a conduit for learning with no students stating they would not 
recommend it. 
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Consideration has been given to the reasons for the strong positive comments 
for the intervention in this current study and more so the encouraging comments of 
the cinemeducation group. Interviewer bias is a consideration as the researcher had 
taught the students prior to this study and also conducted the study intervention. 
However, the likelihood of the researcher influencing the students to produce all 
positive feedback of the sessions through interviewer/student familiarity is unlikely. 
In addition, the researcher also attempted to minimise bias by following the pre-
established lesson plans (Appendix A and B) during the sessions as this provided a 
framework to deliver the sessions at the same pace and with the same level of 
enthusiasm. Also the findings of strong support for the cinemeducation session in 
this study are similar to the responses made in the study by DeFronzo (1982), and 
therefore lend support that the responses in the current study are not exaggerated or 
undermined by researcher bias.  
Most of the cinemeducation literature uses either an entire movie or several 
movies over a prolonged period to enhance the learning experience. The use of clips 
from movies has been implemented in medical education (Blasco, 2006; Robinson, 
2005) and in nurse education (Carpenter, 2008) and unlike other cinemeducation 
studies, this current study delivered the cinemeducation in a one, two hour session, 
therefore, the use of clips was appropriate for the target audience and the curriculum 
constraints. The movie clips selected did not necessarily contain any direct 
aggression and violence, but were selected based upon the character strengths and 
virtues associated with either the main character or premise of the story in order to 
promote positivity and resilience when dealing with aggression and violence 
(Niemiec & Wedding, 2008; Peterson & Seligman, 2004).  
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The use of cinemeducation for aggression and violence management has not 
been presented in the literature, however, the benefits experienced by the students 
cannot be ignored. The use of movies in cinemeducation provides ‘a unique 
opportunity to retain a perspective outside this experience: the observer’s view’ 
(Wolz, n.d, p. 3). This ethos is pertinent to aggression and violence education and the 
use of movie clips in this study provided the study participants with the opportunity 
to observe the foundations of positivity and resilience and potentially focus these 
attributes towards potential aggressive and violent encounters. The use of 
cinemeducation in this process enabled the students to consider their feelings and 
potential responses to aggression and violence in the clinical setting, whilst 
remaining in a safe and non-threatening environment. The student feedback (Chapter 
7.4.1.1 – 7.4.1.3) provides evidence of both the success of this process and also the 
desire for more of this type of pedagogic approach to be incorporated into their 
curriculum. 
This is the first study to incorporate cinemeducation and resilience, therefore 
ascertaining the potential uses for cinemeducation within the nursing field is 
difficult. However, an American study aimed at  increasing empathy scores in third 
year nursing students had similar findings to this study where empathy scores 
increased significantly over time from baseline to post intervention (Wilt, Evans, 
Muenchen & Guegold, 1995). The findings from the present study and that of Wilt et 
al., suggest that the use of cinemeducation in nurse education is of significant benefit 
in changing humanistic responses including intrinsic emotional feelings, which have 
the ability to increase positive psychological and emotional traits. Why these traits 
increase, however, is unclear. It is suggested that the use of movies as an education 
medium increases students’ abilities to reflect on situations (Blasco, 2006; 
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Raingruber, 2003), which may account for the longer term increase in resilience in 
this study. Indeed, Raingruber (2003) identifies that mental health nursing students 
felt the movies aided them in anticipating clients reactions and developed and 
enhanced skills such as cultural understanding and reflection. The student feedback 
documented by Raingruber (2003) has similar positive notions to those expressed by 
students in this study. Although there was no negative feedback for either education 
method in this study, the feedback for the cinemeducation session was more detailed 
and suggested the students engaged and enjoyed the cinemeducation more than the 
standard education group. 
It is notable that the third year follow up students had a mean resilience score 
higher than any other group within this study. Although no direct statistical 
comparisons can be made due to the independence of samples, it is important to 
remember that this group of nursing students had received the cinemeducation 
intervention following the completion of their initial questionnaire. The quantitative 
data cannot be compared in the third year groups, however, it suggests that 
cinemeducation does indeed significantly increase resilience in nursing students in 
the context of aggression and violence education with the qualitative data adding 
credence to this hypothesis.  
The success of the intervention based on the students’ feedback is 
encouraging for future development of the integration of aggression and violence 
education into undergraduate nurse education, however, it is important to ascertain 
whether the intervention had any impact on how students view aggression and 
violence in the workplace and whether it helped them positively move on from these 
negative experiences. 
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8.6 Impact of education on nursing students’ beliefs and feelings of 
aggression and violence 
The design and implementation of the education intervention component 
addressed one of the study’s primary aims and compared two previously untested 
aggression and violence pedagogies, including cinemeducation in an attempt to build 
resilience in nursing students. The intervention design and implementation is 
discussed in detail in Chapter 4 and the study questionnaire was issued immediately 
following the intervention and four to six weeks later post clinical practicum to 
ascertain if the intervention had any influence on the student’s attitudes, positivity 
and resilience. As detailed in Chapter 6 (6.2 – 6.4 pp 244 -257), a third year follow 
up cohort was also provided with the questionnaire and although no direct 
comparisons can be made for analysis, the findings of this group need to be 
considered in conjunction with the original study results to provide a richer context. 
 
8.6.1 Post intervention prevalence of aggression and violence 
Prevalence of aggression and violence was measured in the participants 
following the intervention once they had completed a clinical practicum placement. 
The second year nursing students reported no incidents of physical aggression or 
violence post clinical practicum and interestingly there was a statistically significant 
reduction in their perceived risk of physical aggression and violence despite them 
being in more acute hospital placements such as medical and surgical wards. This is 
in contrast to other studies that found students wanting more involvement in 
situations and to be actively involved in de-escalation (Beech & Leather, 2003; 
Taylor, 2000a). This current study differed from other aggression and violence 
education studies as the intervention pedagogy used positive psychology and 
 318 
 
resilience training as the focus, as opposed to one of aggression and violence 
management. This appears to have had a positive affect on participants with the 
students indicating feeling safer in the workplace. A reduction in perceived risk of 
physical aggression of 5% is also noted between the third year follow up cohort and 
the third year students. Although no statistical comparison was made, due to 
independence of groups, it can be suggested that as the follow up group contained a 
large proportion of the original third year group, the students did indeed experience a 
positive effect following the study intervention for possibly the same reasons as the 
second year students. 
Similar findings to the perceived risk of physical aggression identified in the 
third year students have been reported amongst the second year students at post 
clinical practicum, with a reported reduction in the perceived risk over time, and 
although not statistically significant, require consideration. If greater emphasis is 
placed upon this aspect of aggression and violence in future interventions, a more 
significant impact may be observed. It could also be argued that due to the 
subjectivity associated with non-physical aggression such as interpretation of tone of 
voice and perceptions of body language (Ferns & Meerabeau, 2008), it may be 
difficult to achieve a statistically significant decrease in perceived risk of non-
physical aggression. These findings suggest the possibility that the content matter on 
physical aggression in the intervention stood out more for the students rather than a 
balance of physical and non-physical aggression and violence. The lack of change 
with the third year students may be due to them being placed in higher risk clinical 
areas post-practicum such as mental health and emergency settings, however, this 
does not account for the similarity with the second year findings. Indeed another 
more plausible reason for the similarities may be that non-physical aggression such 
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as verbal abuse affects the students in a similar way to that of physical aggression 
and violence. 
 
8.7 Recommendations for future directions 
The recommendations discussed are now summarised below. These 
recommendations are pertinent to the progression and development of aggression 
management education for undergraduate nursing students and include pedagogical 
development, resilience and positivity training, improvements to current practices 
identified in this study and future research. 
 
Pedagogical development for aggression management in undergraduate 
nurse education 
Aggression and violence education is not routinely provided in undergraduate 
nurse education and therefore several strategies are recommended for future 
development: 
 Integrate aggression management education into undergraduate nursing 
curriculum specifically aimed at nursing students; 
 Scaffold aggression and violence management education across the 
undergraduate nursing curriculum to tailor the education to their clinical 
placement type; 
 Focus education on development of personal qualities and coping strategies 
rather than physical intervention in aggressive situations; 
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 Further explore and develop cinemeducation as the conduit for aggression 
and violence education and possible extension into other elements of nurse 
education to foster long term knowledge retention; 
 Inform clinical facilities of pedagogical methodologies and theoretical 
underpinnings to facilitate continued student development in the clinical 
environment. 
 
Recommendations for positivity and resilience training in the 
undergraduate nursing environment 
 Develop effective strategies to enhance and improve nursing students’ 
resilience and positivity when dealing with the aftermath of aggressive and 
violent incidents in the clinical environment; 
 Incorporate positivity and resilience training into the undergraduate nursing 
curriculum to develop nursing students’ personal attributes for dealing with 
personal and professional life issues; 
 Promote the use of positivity and resilience throughout the Bachelor of 
Nursing degree commencing at the start of nurse education and building in all 
aspects of the curriculum; 
 Promote the benefits of positivity and resilient nurses to outside agencies 
including healthcare facilities that are involved in the education of nursing 
students; 
 Encourage the use of positivity and resilience training in other health 
profession education and recommend the introduction of collaborative 
learning to enhance understanding of positivity and resilience through 
cinemeducation. 
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Improvements to current practices identified from this study 
It is evident that for students to become positive, resilient practitioners who 
are able to prevail when faced with adversity, some areas of current practices within 
nurse education and student placement need to change. Potential areas of change 
have been identified as a result of this study’s findings: 
 Nursing students need to be made aware early in their training of the 
prevalence of aggression and violence aimed at nursing students. This will 
provide the basis of their early aggression and violence education and move 
towards being better prepared students when entering clinical practicum; 
 A robust mechanism for the reporting of aggressive and violent incidents 
needs to be designed and incorporated into the undergraduate nursing 
environment; 
 A change to pedagogic culture placing the student at the core of the learning 
experience rather than the pedagogy being driven by the curriculum; 
 Promotion of the development of personal attributes to enhance practical 
ability through reflection as opposed to primarily professional focus; 
 Incorporation and development of an integral aggression and violence 
management programme devised to promote resilience and personal safety. 
 
Recommendations for future research 
This study has resulted in the identification of the prevalence of aggression and 
violence experienced by nursing students and has recognized how an aggression and 
violence pedagogy that uses positivity and resilience training techniques can 
significantly improve nursing students’ ability to cope with these situations. Further 
testing of the measurement tools used in this study is required within the context of 
 322 
 
aggression and violence in different universities and with a larger sample. In addition 
a number of other potential research areas have been identified as a result of the 
findings from this study: 
 This study has identified the high prevalence of aggression and violence 
experienced by nursing students in a metropolitan university in Western 
Australia. Future research needs to ascertain prevalence of aggression and 
violence nursing students are subjected to in other locations to gain an 
understanding of the significance of the problem; 
 It has been identified that there is no national collection method of workplace 
aggression and violence data, future research needs to be a driver for a 
change in public policy to address this short falling; 
 Consideration needs to be given to the terminology used within aggression 
and violence studies and specifically for use in nurse education. Future 
research needs to consider developing a universally accepted typology of 
violence that will be useful for theoretical understanding and clinical 
application in nursing;  
 The use of cinemeducation to enhance learning and produce long term 
changes and knowledge retention in nursing students needs further 
exploration in other aspects of nurse education; 
 Consistent with other studies, this study has demonstrated that resilience 
levels can be enhanced through targeted education. Future research should 
endeavour to investigate other areas of resilience development for both short 
and long term maintenance of positive changes; 
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 The effect of aggression and violence management education should be 
further explored using psychometric instruments and comparison groups with 
qualitative data; 
 Studies examining the benefits of cinemeducation in the wider nursing 
curriculum need to be undertaken; 
 This study has identified the benefits of employing a pedagogy designed 
around positivity. Further research is needed to investigate if this process can 
be incorporated at the core of nurse education as well as individual elements 
of the curriculum. 
 
8.8 Study limitations 
This study has provided valuable insights into aggression and violence in the 
context of undergraduate nursing as well as management strategies aimed at 
providing nursing students the ability to cope with these incidents. The findings have 
added support to the existing resilience research and have answered the research 
questions pertaining to resilience and positivity of nursing students when faced with 
aggression and violence. However, there are limitations within the study associated 
with response and interviewer bias, sample selection and methodological design. 
The findings are limited by the setting and may be difficult to replicate this 
study within Australia due to variations in the structure of nursing programs offered 
at other Australian universities, particularly where students may attend different 
clinical placements at different stages of their programs. However, the researcher is 
confident this limitation was minimised as both second and third year students were 
surveyed and the breadth of clinical experience within nursing programs in Australia 
is standardised through accreditation by the Australia Nursing and Midwifery 
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Accreditation Council. Also problematic is the small sample of nursing students 
drawn from one university and self-selection by students who had experienced 
aggression and violence could not be ruled out. Self-report data provided may limit 
the reliability of some responses, including in relation to recall of the frequency of 
exposure to violence and aggression, and no attribution of causality can be made. 
Although a definition of workplace violence and aggression was provided in each 
section of the survey instrument to guide the participants and assist reliability and 
validity of the data collected, survey responses may have nonetheless also been 
subject to students’ preconceptions of workplace violence and aggression. The 
researcher sought to minimise such subjectivity through careful selection of a 
definition chosen to enhance clarity regarding the varying forms of aggression and 
violence (Chapman & Styles, 2006; Farrell, Shafiei & Chan, 2014; Luck et al., 
2006). 
In General self-report questionnaires are not ideal due to potential response 
bias, however, endeavours to overcome this were made by integrating the 
intervention into key attended classes where the questionnaire was issued. Students 
were required to attend the sessions but maintained the right to refuse to take part in 
the questionnaire. A prize draw was used as an incentive for the students to complete 
all three aspects of the study. Despite this, response to the follow up and completion 
of post practicum questionnaires was problematic due to attrition rates and changes 
to students’ enrolments, which could not be anticipated. This is reflected in analysis 
of the repeated measures data and influences the generalizability of these findings. 
However, the findings did provide significant information that warrants further 
investigations, even when taking into account the potential for attrition. 
 325 
 
Moreover, interviewer bias was considered in the study design as the 
researcher was recruiting participants, issuing questionnaires and conducting the 
intervention for this study. Interviewer bias was not thought to be problematic in this 
study as the design process negated some of the issues by involving other academics 
to collect questionnaires and the researcher was not involved in any of the 
participants’ academic or clinical assessments. All data collected for this study was 
anonymised and there were no traceable elements to the participants. The use of the 
resilience scale provided some interesting findings that require further exploration, 
however, it must be noted that other stressful events outside of this study may have 
influenced participants’ resilience levels and therefore affected the results within this 
study. 
 
8.9 Conclusion 
Aggression and violence is commonplace within the healthcare setting and 
the prevalence may indeed be increasing. In an attempt to combat this worrying 
trend, many healthcare facilities offer a range of aggression and violence 
management courses aimed at providing staff with strategies to deal with these 
adverse events. 
This study has identified for the first time that one of the most vulnerable 
groups of healthcare staff, nursing students, are exposed to significant amounts of 
aggression and violence in Western Australian healthcare facilities. In addition, this 
study has also identified the impact these aggressive and violent events are having 
upon the nursing students and the potential problems this may have upon the nursing 
profession. It is clear that if this area of concern continues to be ignored there may 
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indeed be an increase in attrition and personal harm of nursing students, which also 
has the potential for serious reputational damage of the profession itself. 
This study has introduced cinemeducation into both the nursing and 
aggression and violence fields with promising prospects. The use of an innovative 
pedagogical design has the potential to not only change the way aggression and 
violence management education is delivered, but also how other fundamental 
nursing components are taught. This study has further presented that nursing 
students’ attitudes, positivity and resilience can be influenced through a specifically 
targeted educational intervention. Moreover, following the intervention, nursing 
students personal attributes were positively impacted, changing the way they viewed 
aggression and violence and subsequently employed suitable coping mechanisms for 
dealing with these events.  
This study has provided a platform for addressing the issues associated with 
aggression and violence encountered by nursing students. The findings from this 
study have resulted in several recommendations for future research and for changes 
to the pedagogic design of aggression and violence education. 
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Appendix A Standard education lesson plan 
Lecturer 
Martin Hopkins 
Venue 
Tutorial Room 1.006 
Date    
April 2013 
Session length:      
1hr 55 mins 
Level/year: 
2 
Mode: 
FT 
 
Number of students 
Approx. 50 
Programme: 
BNurs 
Session Title: 
Building resilience to aggression and 
violence in healthcare 
Unit: 
NUR206 Contemporary Nursing Management of Mental Illness 
 
Type of Session: 
(eg . lecture/practical) 
Didactic lecture via PowerPoint 
 
 
Session developed by MH 12/12 
Length of Session 15 mins 
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Aims and Learning Outcomes 
 
Teaching – aims for this session 
 
 To build resilience and increase positivity in nursing students when encountering aggression and violence in the clinical 
setting. 
 
Learning – outcomes for this session 
 Gain an understanding of the theory of aggression and violence 
 Gain an understanding of workplace aggression and violence 
 Assess risk of aggression and violence and identify precautions 
 Adopt an evidenced based strategy for use in aggressive situations 
 Understand role as student nurse 
 Post incident assessment 
 Sustainable coping through the learning of resilience when faced with aggression and violence 
 Application of coping when faced with aggression and violence in the clinical setting 
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Teaching Plan 
 
Sequence of teaching events and 
approximate timing 
 
Activity 1 
5 mins 
Introduction of self and session 
Outline aims and learning outcomes 
for the session 
Advise that it is normal to 
experience negative emotions in 
these sessions but they would benefit 
from continuing with the session and 
indeed exploring these feelings with 
others in the group. 
 
 
 
 
 
 
Activity 2 
10min   
What is aggression and violence 
 
 
 
 
    Teacher activity 
 
 
 
 
Verbal explanation  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Introduction to topic and 
enquiry of title 
 
 
 
   Student activity 
 
 
 
 
Listening 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Group work 
Groups 2/3 
Students to give their 
opinion of what is 
aggression and violence 
Slide 
number 
 
 
 
Slides 1 -3 
 
 
 
 
                     
                
 
 
 
 
 
 
 
 
 
 
Slide 4 
 
 
 
 
Resources 
required 
 
 
 
Tutorial room 
with computer 
and projector, 
flip chart paper, 
textas 
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Activity 3 
Outline problems in healthcare 
10min  
Theoretical confirmation of what is 
aggression and violence 
 
Aggression and violence in 
healthcare and nursing including the 
incidence involving student nurses 
 
Finish this activity with ‘what can 
we do?’ 
 
 
Activity 4 
Theories of aggression 
15min 
Identify types of aggression 
 
Outline and discuss agreed definition 
of Work Place Violence 
 
Aggression theories 
 
 
 
 
 
 
 
 
 
Verbal explanation inviting 
discussion 
 
Verbal explanation inviting 
discussion 
 
 
Discussion 
 
 
 
 
 
 
Discussion 
 
Verbal explanation 
 
 
 
 
 
 
 
 
 
 
 
 
Listening/contributing 
 
 
Listening/contributing 
 
 
 
Contributing 
 
 
 
 
 
 
Listening/discussion 
 
Listening 
 
 
 
Listening/contributing 
 
 
 
 
 
 
 
 
Slide 5 
 
 
Slides 6 - 
8 
 
 
Slide 9 
 
 
 
 
 
 
Slide 10 
 
Slide 11 
 
 
 
Slides 12 - 
13 
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Activity 5 
Causation of aggression 
15min 
Identify causes of aggression leading 
to medical causes of aggression 
 
Debate aggression tolerable in work 
place due to medical causation 
 
 
Activity 6 
Consequences and effect 
15min 
Discuss the consequences of 
violence and aggression 
 
Identify the effect aggression and 
violence has upon the individual 
involved 
 
Culminate the effects with positive 
outlook of developing resilience to 
adversity 
 
 
 
 
 
 
 
 
Verbal explanation inviting 
discussion 
 
 
 
 
 
 
 
 
 
Discussion 
 
 
Discussion 
 
 
 
Explanation 
 
 
 
 
 
 
 
 
 
 
Group work 
Groups 2/3 
Students to work in two 
sessions first identifying 
causation and feedback, 
then medical causation 
and feedback 
 
 
 
 
Listening/contributing 
 
 
Listening/contributing 
 
 
 
Listening 
 
 
 
 
 
 
 
 
 
 
Slides 14 
and 15 
 
 
 
 
 
 
 
 
 
Slide 16 
 
 
Slide 17 
 
 
 
Slide 18 
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Activity 7 
Building Resilience 
15min 
Identify what resilience is and how 
students can develop it 
 
Discuss how to build resilience by 
applying a management strategy 
 
 
Activity 8 
Strategies for managing aggression 
and developing resilience 
20min 
Identify framework for dealing with 
aggressive situations in the 
workplace 
 
Explanation of ABC aggression 
management strategy identifying 
precursors to aggression 
 
Ensure emphasis on personal safety 
throughout activity 
Explain the need for de-escalation 
and time for recovery 
 
 
 
 
 
 
Verbal explanation/discussion 
 
 
Verbal explanation/discussion 
 
 
 
 
 
 
 
Verbal explanation/discussion 
 
 
 
Verbal explanation/discussion 
 
 
 
Verbal explanation/discussion 
Verbal explanation 
 
 
 
 
 
 
 
 
Listening/discussing 
 
 
Listening/discussing 
 
 
 
 
 
 
 
Listening/discussing 
 
 
 
Listening/discussing 
 
 
 
Listening 
 
Listening 
 
 
 
 
 
 
 
Slide 19 
 
 
Slide 20 
 
 
 
 
 
 
 
Slide 21 
 
 
 
Slides 22 
– 28 
 
 
Slide 25 
 
Slide 29 
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Activity 9 
Link ABC strategy to previous 
learning and summary 
5 min 
Link strategy to previous learning by 
comparing strategy to disease 
process. Innovative and not 
previously done 
 
Summary 
 
Activity 10 
5 min 
Questions 
 
 
 
 
Verbal explanation/discussion 
 
 
 
 
Verbal explanation 
 
 
 
 
Listening/contributing 
 
 
 
 
Listening 
 
 
 
 
Slide 30 
 
 
 
 
Slide 31 
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Appendix B Cinemeducation lesson plan 
 
Lecturer 
Martin Hopkins 
Venue 
Tutorial Room 1.006 
Date    
Feb/ 2013 
Session length:      
2 Hours 
Level/year: 
2 
Mode: 
FT 
 
Number of students 
Approx. 50 
Programme: 
BNurs 
Session Title: 
Building resilience to aggression and 
violence in healthcare 
Unit: 
NUR206 Contemporary Nursing Management of Mental Illness 
 
Type of Session: 
(eg . lecture/practical) 
Cinemeducation lecture via PowerPoint 
 
 
Session developed by MH 12/12 
Length of Session 1hr 50mins 
 
  
  
3
5
1
 
Aims and Learning Outcomes 
 
Teaching – aims for this session 
 
 To build resilience and increase positivity in nursing students when encountering aggression and violence in the clinical 
setting. 
 
Learning – outcomes for this session 
 Gain an understanding of the theory of aggression and violence 
 Gain an understanding of workplace aggression and violence 
 Assess risk of aggression and violence and identify precautions through the uses of modern movie clips 
 Adopt an evidenced based strategy for use in aggressive situations with reinforcement from modern movie clips 
 Understand role as student nurse 
 Post incident assessment 
 Sustainable coping through the learning of resilience when faced with aggression and violence 
 Application of coping when faced with aggression and violence in the clinical setting 
 
  
 
3
5
2
 
Teaching Plan 
Sequence of teaching events and 
approximate timing 
 
 
Activity 1 
5 mins 
Introduction of self and session 
Outline aims and learning outcomes 
for the session 
 
Activity 2 
2 Mins 
Explain the use of movie clips and 
that there is aggression and violence 
and some offensive language used in 
some clips 
Advise that it is normal to 
experience negative emotions in 
these sessions but they would benefit 
from continuing with the session and 
indeed exploring these feelings with 
others in the group 
 
 
 
 
 
 
    Teacher activity 
 
 
 
 
 
Verbal explanation  
 
Introduction to topic and 
enquiry of title 
 
 
Verbal explanation inviting 
discussion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   Student Activity 
 
 
 
 
 
Listening 
 
 
 
 
 
Listening 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Slide Number 
 
 
 
 
 
Slides 1 -3 
 
 
 
 
 
Slide 4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Resources Required 
 
 
 
 
 
Tutorial room with 
computer and 
projector, flip chart 
paper, textas 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
3
5
3
 
Activity 3 
10min   
What is aggression and violence 
The Dark Knight clip – 4m 11s 
following next bullet point 
(interpretation) highlight key points 
– patient aggression, manipulation, 
environment, restraint, chaotic 
situation, control and mental illness. 
X-Men clip – 46sec immediately 
after discussion of the Dark Knight, 
focus of positivity and outcome of 
effective group work 
 
 
Activity 4 
Outline problems in healthcare 
10min  
Theoretical confirmation of what is 
aggression and violence 
 
 
Aggression and violence in 
healthcare and nursing including the 
incidence involving student nurses 
 
Finish this activity with ‘what can 
we do?’ 
 
 
 
Verbal explanation inviting 
discussion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Discussion 
 
 
 
Discussion 
 
 
 
Verbal explanation 
 
 
 
 
Watching/listening/ 
contributing 
 
Group work 
Groups 2/3 
Students to give their 
opinion of what is 
aggression and violence 
 
 
 
 
 
 
 
 
Listening/contributing 
 
 
 
Listening/contributing 
 
 
 
Contributing 
 
 
 
 
Slide 5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Slide 6 
 
 
 
Slides 7 - 9 
 
 
 
Slide 10 
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Activity 5 
Theories of aggression 
5min 
Identify types of aggression 
 
Outline and discuss agreed definition 
of Work Place Violence 
 
 
Activity 6 
5 Mins 
Aggression theories 
Equilibrium clip – 2m 07s link 
theories to clip and complexities of 
aggression 
 
Cycle of aggression – Talk students 
through the flow chart 
 
 
Activity 7 
Causation of aggression 
15min 
Identify causes of aggression  
Austin Powers clip – 1m 2s 
immediately after title. Discuss 
irritation as causation. The continue 
bullet points finalising with The 
DaVinci Code clip – 1m 14s to 
 
 
 
Verbal explanation inviting 
discussion 
 
 
 
 
 
 
Discussion 
 
 
 
 
Discussion 
 
 
 
 
 
 
Discussion 
 
 
 
 
 
 
 
 
Listening/discussion 
 
Listening 
 
 
 
 
 
Listening/dontributing 
 
 
 
 
Listening 
 
 
 
 
 
 
Discussion and 
feedback from students 
of observations of 
movie clips 
 
 
 
 
 
Slide 11 
 
Slide 12 
 
 
 
 
 
Slide 13  
 
 
 
 
Slide 14 
 
 
 
 
 
 
Slides 15  
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identify malicious and deliberate 
aggression 
 
Medical causes of aggression The 
Incredible Hulk clip – 34s at start of 
slide following title, humorous view 
of medical causation followed by 
bullet points and awakenings clip – 
1m 39s following discussion and 
bullet points. Reinforces bullet 
points 
 
 
 
Debate aggression tolerable in work 
place due to medical causation 
 
Identify attributable factors relate to 
previous clips i.e. the Dark Knight 
 
 
 
Activity 8 
Consequences and effect 
15min 
Discuss the consequences of 
violence and aggression 
 
 
 
 
 
Explanation 
 
 
Verbal explanation/discussion 
 
 
 
 
 
 
 
Verbal explanation/discussion 
 
 
Verbal explanation 
 
 
 
 
 
 
 
Verbal explanation/discussion 
 
 
 
 
 
 
Listening/contributing 
 
 
Listening/contributing 
 
 
 
 
 
 
 
Listening 
 
 
 
 
 
 
 
 
 
 
Listening/discussing 
 
 
 
 
 
 
Slide 16 
 
 
 
 
 
 
 
 
 
 
Slide 16 
 
 
Slide 17 
 
 
 
 
 
 
 
Slides 18 and 19 
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Identify the effect aggression and 
violence has upon the individual 
involved. 
Culminate the effects with positive 
outlook of developing resilience to 
adversity The Shawshank 
Redemption clip – 3m 49s 
emphasising the ability to bounce 
back i.e. utilising business skills in 
prison utilising utilitarian theory 
 
 
 
 
Activity 9 
Building Resilience 
10min 
Identify what resilience is and how 
students can develop it 
The Matrix clip – 42s after 
description of resilience. Use to 
emphasis open mindedness and 
uptake of new knowledge 
 
Discuss how to build resilience by 
applying a management strategy 
 
Following management strategy 
Kings Cross ER clip – 2m 10s use to 
Verbal explanation/discussion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Verbal explanation/discussion 
Verbal explanation 
 
 
 
 
 
Verbal explanation/discussion 
 
 
Verbal explanation/discussion 
 
Listening/discussing 
 
 
Listening/discussing 
 
 
 
 
 
 
 
 
 
 
 
 
 
Verbal 
explanation/discussion 
 
 
 
 
 
Listening 
 
 
Verbal 
explanation/discussion 
Slide 20 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Slide 21 
 
 
 
 
 
 
Slide 22  
 
 
Slide 23  
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highlight teamwork and strategy for 
dealing with aggression 
 
 
Activity 10 
Strategies for managing aggression 
and developing resilience 
25min 
Identify framework for dealing with 
aggressive situations in the 
workplace 
Explanation of ABC aggression 
management strategy identifying 
precursors to aggression 
 
Activating Event 
Following bullet points, One Flew 
Over The Cuckoo’s Nest clip – 2m 
41s use to discuss and emphasis 
activating event 
Precursors 
Discuss precursors and then Patch 
Adams clip – 2m 51s to reinforce 
discussion 
 
Behaviour 
Identify results of behaviour. 
Raiders Of The Lost Ark clip – 1m 
24s to reinforce actions and 
 
 
 
 
 
 
 
 
Verbal explanation 
 
 
Verbal explanation 
 
 
 
 
 
Verbal explanation 
 
 
 
Verbal explanation 
 
 
 
Verbal explanation 
 
 
 
 
 
 
 
 
 
 
 
Listening/contributing 
 
 
Listening 
 
 
 
 
 
Watching/listening/ 
contributing 
 
 
Watching/listening/ 
contributing 
 
 
Watching/listening/ 
contributing 
 
 
 
 
 
 
 
 
 
 
Slide 24 
 
 
Slide 24 
 
 
 
 
 
Slide 25 
 
 
 
Slide 26 
 
 
 
Slide 27 
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behaviour may result in inflamed 
incident and link to escalation 
 
Student Role 
Discuss their role and Star Wars clip 
– 13s. Emphasise they have to be 
proactive in protecting themselves 
through their removal from the 
situation. 
 
 
 
 
Initial response 
Following internal heading The 
Aviator clip – 1m 2s. Identify his 
negative feelings and actions and 
follow with rest of bullet points on 
considerations 
 
 
Consequence 
Following what was the 
consequence of behaviour – Monty 
Python Holy Grail clip – 2m 12 s 
then relate rest of bullet points to 
clip 
 
 
 
 
 
 
Verbal explanation 
 
 
 
 
 
 
 
 
 
Verbal explanation 
 
 
 
 
 
 
 
Verbal explanation 
 
 
 
 
 
 
 
 
 
 
Watching/listening/ 
contributing 
 
 
 
 
 
 
 
 
Watching/listening/ 
contributing 
 
 
 
 
 
 
Watching/listening/ 
contributing 
 
 
 
 
 
 
 
 
 
Slide 28 
 
 
 
 
 
 
 
 
 
Slide 29 
 
 
 
 
 
 
 
Slide 30 
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Decide and debrief 
Following heading – The Matrix clip 
(2) – 3m 2s. relate further bullet 
points to clip 
 
 
De-escalate 
Bullet points and arrow followed by 
The Bourne Identity clip – 1m 43s to 
reinforce how de-escalation can 
change behaviour. Identify 
verbal/non-verbal indicators 
Kings Cross ER clip – 2m 15s 
immediately following previous clip 
to emphasise de-escalation 
techniques in real life 
Ensure emphasis on personal safety 
throughout activity 
Explain the need for de-escalation 
and time for recovery 
 
 
Activity 11 
Link ABC strategy to previous 
learning and summary 
5 min 
Link strategy to previous learning by 
comparing strategy to disease 
process. Innovative and not 
Verbal explanation 
 
 
 
 
 
Verbal explanation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Verbal explanation 
 
 
Watching/listening/ 
contributing 
 
 
 
 
Watching/listening/ 
contributing 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Listening/contributing 
 
 
Slide 31 
 
 
 
 
 
Slide 32 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Slide 33 
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previously done. 
 
Summary of main A- D strategy 
followed by Rock clip – 43s to 
emphasise that success can be 
achieved through adversity. 
 
Activity 12 
2 min 
Questions 
 
 
Verbal explanation 
 
 
Watching/listening/ 
contributing 
 
 
Slide 34 
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Appendix C School Dean Approval 
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Appendix D Unit Coordinator study approval 
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Appendix E Study recruitment information slides 
 
Building Resilience to 
Aggression and Violence in 
healthcare
Martin Hopkins
 
Slide 1 
 
 
 
Background
• No Aggression and Violence training in 
undergraduate nursing
• Multiple methods
• No universally accepted method of aggression 
and violence education
• People who have education cope better with 
adverse situations
 
Slide 2 
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The Study
• To compare two teaching methods to discern 
which method builds resilience in student nurses 
when faced with aggression and violence in the 
clinical setting
• Teaching methods
• In weeks 2, 9 and 13 of NUR206
• Didactic Lecture
• Cinemeducation
• Session attendance compulsory
• Study participation Voluntary
 
Slide 3 
 
 
What will be required
• To complete 3 short questionnaires
• Approx. 10 mins to complete
• Before first session, after first session and post 
practicum
• Not to discuss sessions with students from other 
tutorials
• All information is anonymous and confidential
• Only I have access to information
 
Slide 4 
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Benefits
• Chance to win $100, $50 or $50 Officeworks Gift 
card
• Aid in nursing research
• Influence future nursing education
 
Slide 5 
 
 
How to Partake
• Read information letter and clarify any 
uncertainties
• Complete and return consent form
• Attend all sessions
• Complete 3 questionairres
 
Slide 6 
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Results
• Reported in Thesis
• Papers
• Summary of results provided to students upon 
completion of PhD via intranet
 
Slide 7 
 
 
 
 
Slide 8 
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Appendix F Participant Information Letter 
 
Building resilience in nursing students: 
coping with aggression and violence at 
work 
Dear Student 
 
We invite you to participate in a research study looking at the effects of aggression 
and violence education in preparing nursing students for placement in an acute 
clinical area This study is part of my PhD Degree in Nursing, supervised by Prof. Paul 
Morrison and A/Prof. Catherine Fetherston at Murdoch University 
 
Nature and Purpose of the Study 
It is well known that nurses are exposed to aggressive and violent incidents in the 
clinical setting. However, many researchers have questioned the best way to educate 
nurses and more specifically nursing students about aggression and violence in the 
workplace. 
 
Therefore the aim of this study is to investigate how aggression and violence affects 
nursing students and to compare two education strategies to identify which can 
increase student nurse resilience when faced with aggression in the clinical setting. 
 
If you consent to take part in this research study, it is important that you understand 
the purpose of the study and the tasks you will be asked to complete. Please make 
sure that you ask any questions you may have, and that all your questions have 
been answered to your satisfaction before you agree to participate. 
 
What the Study will Involve 
If you decide to participate in this study, you will be asked to complete the following 
tasks  
 
 Complete a questionnaire that asks about your previous experiences in 
aggression and violence and your thoughts and feelings relating to 
aggression in the clinical environment. 
 Following attendance at NUR206 tutorials that include education on 
aggression and violence education session. This will be held in one of your 
mental health tutorial sessions. You will not be required to attend an extra 
session. 
 Which type of education sessions you will attend will depend on what tutorial 
session you are timetabled for. The tutorial session you attend will be either 
an interactive session using movie clips and group work, or a session where 
you will be directed through a self-directed learning package. You will be 
randomly allocated into one of the sessions and only have to attend the one 
you have been timetabled for. 
 The topic will also be addressed throughout the semester in relevant aspects 
of the course. 
 If you do not wish to take part in the study you will still be allocated to one of 
the sessions to enable you to develop your knowledge of clinically based 
aggression and violence. However, you will not be required to complete any 
of the questionnaires. 
 Those students who elect to participate will be eligible to go into a prize draw 
to win one of three prizes. Participants who complete all three questionnaires 
will be entered into a prize draw to win one of three prizes of $100, $50 and 
a $50 Officeworks gift card (donated by Officeworks Mandurah 
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 You will then be required to complete a questionnaire similar to the original 
once you have completed the tutorial and again once you have completed 
your clinical practicum unit. This questionnaire will be in your clinical portfolio 
and can be handed in with your clinical portfolio 
It is estimated that the questionnaires will take approximately 15 minutes. 
The tutorials shall remain as the timetabled 2 hour session. 
 
 
 
Although the researcher will deliver the education on this topic he will not be 
involved in any assessment procedures. 
 
 
It is possible that you may experience some level of anxiety or stress during the 
session as a result of recalling painful memories. You are free to withdraw at any 
time during the session. If these feelings persist after the completion of the session, 
arrangements will be made for you to access support from a university counsellor at 
no expense to you.  
 
Voluntary Participation and Withdrawal from the Study 
Your participation in this study is entirely voluntary. You may withdraw at any time 
without discrimination or prejudice. All information is treated as confidential and no 
names or other details that might identify you will be used in any publication arising 
from the research. If you withdraw, all information you have provided will be 
destroyed. 
 
Benefits of the Study 
It is possible that there may be no direct benefit to you from participation in this 
study, however it is hoped that following the education you will have a better 
knowledge of aggression and violence in the clinical area and be able to recognise 
early signs of aggression. It is envisaged that these teaching strategies will help 
increase your safety and identify your role in aggressive incidents. The study will 
identify which of the two teaching strategies is more suited to increasing resilience in 
the student nurse and therefore impact future nurse education of aggression and 
violence. 
 
While there is no guarantee that you will personally benefit, the knowledge gained 
from your participation may help others in the future. It is hoped that this study will 
lead to changes in undergraduate aggression and violence training for nurses and 
develop more interactive positively focused education sessions. 
 
Possible Risks 
There are no specific risks anticipated with participation in this study. However, if 
you feel you any emotional distress or painful memories you will be allowed to leave 
the session immediatley and will be encouraged to seek support from an approriate 
source such as family, GP or university counsellor where appropriate 
 
Reimbursement 
As a means of compensating you for your time, there is the opportunity for you 
to enter into a prize draw. There are two cash prizes of $100 and $50 and a $50 
Officeworks gift card. There is approximately a 1 in 40 chance of winning a prize. 
To be included in the prize draw you must complete and return all 3 
questionnaires required in the study. There will be a section at the end of each 
questionnaire for you to complete your personal details. This will allow us to 
enter you into the draw and contact you if you are a winner. 
 
The contact information you will provide will be removed from your 
questionnaires upon submission and will be stored separately. There will be no 
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way of linking your questionnaire with your personal details. Any personal 
information supplied will be destroyed immediately following the prize draw. 
 
If you wish to be included in the prize draw, please complete the necessary 
section on the consent form. 
 
If you have any questions about this project please feel free to contact either myself, 
Martin Hopkins on. 08 9582 5510, m.hopkins@murdoch.edu.au or my supervisor, 
Prof. Paul Morrison, on ph. 08 9582 5502.  My supervisor and I are happy to discuss 
with you any concerns you may have about this study.  
 
 
 
 
 
 
If you are willing to consent to participation in this study, please complete the 
Consent Form.  
 
 
 
Thank you for your assistance with this research project.  
 
Sincerely 
 
 
 
 
 
 
Martin Hopkins. 
 
 
 
 
 
This study has been approved by the Murdoch University Human Research Ethics 
Committee (Approval 2012/126). If you have any reservation or complaint about the 
ethical conduct of this research, and wish to talk with an independent person, you may 
contact Murdoch University’s Research Ethics Office (Tel. 08 9360 6677 or e-mail 
ethics@murdoch.edu.au). Any issues you raise will be treated in confidence and 
investigated fully, and you will be informed of the outcome.  
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Appendix G Participant consent form 
Building resilience in nursing students: coping with 
aggression and violence at work 
 
1. I agree voluntarily to take part in this study. 
 
2. I have read the Information Sheet provided and been given a full 
explanation of the purpose of this study, of the procedures involved and 
of what is expected of me. The researcher has answered all my questions 
and has explained the possible problems that may arise as a result of my 
participation in this study. 
 
3. I understand I am free to withdraw from the study at any time without 
needing to give any reason. 
 
4. I understand I will not be identified in any publication arising out of this 
study.  
 
5. I understand that my name and identity will be stored separately from 
the data, and these are accessible only to the investigators. All data 
provided by me will be analysed anonymously using code numbers. 
 
6. I understand that all information provided by me is treated as 
confidential and will not be released by the researcher to a third party 
unless required to do so by law. 
 
As a means of compensating you for your time, there is the opportunity for you 
to enter into a prize draw. There are two cash prizes of $100 and $50 and a $50 
Officeworks gift card. There is approximately a 1 in 40 chance of winning a prize. 
If you wish to be included in the prize draw, please complete the following 
checklist: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Signature of Participant:  _____________________ Date: …..../..…../……. 
(Name) 
Signature of Investigator:  _____________________ Date: ..…../…..../……. 
(Name) 
Murdoch University Human Research Ethics Approval - Project Number 
2012/126 
 
 I wish to be included in the prize draw and understand that to be 
eligible for the prize draw I must complete all three questionnaires 
 
 I understand that I need to provide my contact details for inclusion 
in the prize draw 
 
 I understand that my contact details will be stored separately from 
my questionnaire 
 
 I understand that my questionnaire will remain anonymous and 
will not be identifiable through the details I provide 
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Appendix H Photographs of nursing student prize draw procedure 
 
 
 372 
 
 
 
Appendix I Study Questionnaire 
 
Second Year Nursing Students 
 
Murdoch University School of Nursing and Midwifery 
 
 
 
Correspondence to: 
Martin Hopkins 
Murdoch University 
School of Nursing and Midwifery 
Peel Campus 
Education Drive 
Mandurah 
WA 6210 
E-Mail – M.Hopkins@murdoch.edu.au 
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Thank you for agreeing to take part in this study. 
We are seeking information relating to aggression and violence in the clinical 
area. Your answers will provide valuable insight into this sensitive area with a 
view to improve nurse education of aggression and violence. 
 
Your time and consideration for completing the surveys is appreciated. 
 
 
 
 
 
 
 
 
We need to be able to anonymously link the three short surveys you will 
complete for this study. 
Please complete the following steps to facilitate this process. No detailed 
personal information is required. 
The first 
letter of your 
mothers’ 
first name 
The number 
of older 
brothers and 
sisters you 
have 
The first 
letter of your 
fathers’ first 
name 
Your sex 
(first letter) 
Your 
birth 
month (in 
numbers) 
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Section A - About Your Experiences 
 
 
 
 
 
 
 
We need some information about your experiences of aggression and 
violence in the clinical setting. 
 
 
 
Aggression and violence can mean different things to different people. To 
ensure everybody has the same understanding, please refer to the following 
definition provided when completing questions 1 to 11. 
 
 
Workplace violence: an action or incident that physically or psychologically 
harms another person. It includes situations where employees and other 
people are threatened, attacked or physically assaulted at work. 
 
Department of Health Prevention of Workplace Aggression and Violence 
Policy and 
Guidelines (2004) 
 
 
 
Q1. 
How often have you felt at risk of physical violence whilst working in the 
clinical environment? 
 
 
Never Rarely  Sometimes  Often  All of the Time 
 
 
                                  
 
 
Q2. 
Have you ever been physically abused whilst working in the clinical 
environment? If No Go To 
Question 11 
 
Yes                                                                            No 
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Q3.  
How often has this occurred since you have started your training? 
 
 
Please Specify 
 
 
Q4. 
How long ago did the last incident occur? 
 
 
Years 
 
Months 
 
Q5.  
Who physically abused you in the clinical environment in the last incident? 
 
 A Patient 
 
 A Patient's Relative 
 
 A Colleague: Please Specify  
 
 Other: Please Specify 
 
 
 
Q6.  
What form did this abuse take? 
 
 A Punch 
 
 A Slap 
 
 Grabbed 
 
 Object Thrown 
 
 Other: Please Specify__________________  
 
 
 
Q7.  
Were you injured as a result of this abuse?  
 
Yes                                                                             No  
 
  
                
 
 
If No GO to section B
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Q8. Please describe the nature of your injury: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q9. Please state in your own words how the incident made you feel? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q10 
Please describe anything you did to overcome any negative feelings experienced 
in this incident? 
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Q11. 
Did you require time off work as a result of your injury?  
 
Yes                                                                      No 
 
 
        
If No GO Section B 
 
 
If Yes, how long were you off work? 
 
 
Years 
 
Months 
 
Days 
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Section B - Your Experiences 
 
Please refer to the following definition of non-physical violence when 
completing questions 12 -23. 
 
 
 
 
Non-physical violence such as verbal abuse, intimidation and threatening 
behaviour, may also significantly affect a person’s health and wellbeing. Threats 
may be perceived or real and there does not have to be physical injury for the 
violence to be a workplace hazard. Employees may be affected by workplace 
violence even if they are not directly involved 
 
Department of Health Prevention of Workplace Aggression and Violence Policy 
and Guidelines (2004) 
 
 
 
 
Q12. 
How often have you felt at risk of non-physical violence whilst working in the 
clinical environment? 
 
 
Never Rarely  Sometimes  Often  All of the Time 
 
 
                               
 
 
 
Q13. 
Have you ever been the recipient of non-physical violence in the clinical 
environment? 
 
 
Yes                                                                            No 
 
 
 
If No GO to question 21 
 
Q14. 
How often has this occurred since you have started your training? 
 
 
 
Please Specify 
 
__ 
 
 
 
_______________________ 
 379 
 
 
 
 
 
 
 
Q15. 
How long ago did the last incident occur? 
 
 
Years 
 
Months 
 
 
 
 
Q16. Who non-physically abused you in the clinical environment? 
 
 A Patient 
 
 A Patient's Relative 
 
 A Colleague: Please Specify 
 
         Other: Please Specify 
 
 
 
 
 
 
Q17. What form did this non-physical violence take? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q18. Please state in your own words how the incident made you feel? 
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Q19 
Please describe anything you did to overcome any negative feelings experienced 
in this incident? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q20. Did you require time off work as a result of this non-physical violence? 
 
Yes                                                                      No 
 
 
        
 
If No GO to Question 21 
If Yes, how long were you off work? 
 
 
Years 
 
Months 
 
Days 
 
 
 
 
 
 
 
Q21. Have you ever received any aggression and violence training?  
 
Yes                                                                            No 
 
                                                                                           
 
 
If No go to Q24 
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Q22. 
Where did you receive your training? 
 
 
 
Q23. 
During your training what were you taught? 
(Please Tick. You may select more than one answer) 
 
 
What to do                                                                De-escalation 
 
What to say                                                               Types of aggression 
 
What the priorities were                                            How to communicate 
 
Risk Assessment                                                      Non Verbal Communication 
 
Triggers of aggression                                              Restraint techniques 
 
I can't remember                                                       None of these 
 
 
 
 
 
Q24. In the violence and aggression tutorial in NUR206, did you receive the 
session with movie clips? 
 
 
Yes                                                                            No 
 
                                                                                            
 
      If No Go to Section C 
 
 
Q24. Please describe what was good about the session with the movie clips. 
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Q25. Please describe how the session with the movie clips could be improved. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q26. Please describe how the session with the movie clips helped you learn 
about aggression and violence in healthcare? 
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Section C                   Your Feelings 
 
 
 
 
 
In this section we would like to find out about your attitudes and feelings about 
aggression in the clinical area. 
 
 
 
For the purpose of this survey aggression in the clinical environment can be 
viewed as: 
 
 
 
Workplace violence: an action or incident that physically or psychologically 
harms another person. It includes situations where employees and other 
people are threatened, attacked or physically assaulted at work. 
 
And/or 
 
Non-physical violence such as verbal abuse, intimidation and threatening 
behaviour, may also significantly affect a person’s health and wellbeing. Threats 
may be perceived or real and there does not have to be physical injury for the 
violence to be a workplace hazard. Employees may be affected by workplace 
violence even if they are not directly involved 
 
Department of Health Prevention of Workplace Aggression and Violence Policy and 
Guidelines (2004) 
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Q27. 
How strongly do you agree or disagree with the following statements about 
Aggression in the CLINICAL AREA? 
Aggression in the clinical area Strongly 
Disagree 
Disagree Neither 
Agree not 
Disagree 
Agree Strongly 
Agree 
is destructive behaviour and 
therefore unwanted 
     
is when a patient has feelings that 
will result in physical harm to self or 
to others 
     
in any form is always negative and 
unacceptable 
     
offers new possibilities in nursing 
care 
     
is a powerful, mistaken, non- 
adaptive, verbal and/or physical 
action done out of self-interest 
     
is unpleasant and repulsive 
behaviour 
     
is to protect oneself      
is the start of a more positive nurse 
relationship 
     
is an impulse to disturb and 
interfere in order to dominate or 
harm others 
     
is an example of a non-cooperative 
attitude 
     
is the protection of one’s own 
territory and privacy 
     
helps the nurse to see the patient 
from another point of view 
     
is violent behaviour to others or 
self 
     
is unnecessary and unacceptable 
behaviour 
     
is expressed deliberately, with the 
exception of aggressive behaviour of 
someone who is psychotic 
     
poisons the atmosphere on the 
ward and obstructs treatment 
     
is threatening to damage others or 
objects 
     
cannot be tolerated      
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Q28 
Have you ever been involved in an aggressive incident in the clinical 
area since you started your training? 
Yes                                                                            No 
                                                                                  
If NO, go to question 27 
Q29. 
During the last aggressive situation you were involved in, to what extent 
did you feel: 
 
 
 Not At 
All 
   Completely 
Upset      
Hostile      
Alert      
Ashamed      
Inspired      
Nervous      
Determined      
Attentive      
Afraid      
Active      
 
 
Q30. 
Please read the following scenario and answer the next question 
 
 
You are working in an aged care facility looking after Mr Smith, an 88 year old 
gentleman who has dementia. As you are helping him with his dinner, he becomes 
upset and starts shouting at you. As you try to reassure him, he throws his plate of 
food on the floor and strikes out with his fist, hitting you on the shoulder before you 
can move away. 
 
Putting yourself in the scenario above, to what extent do you feel: 
 
 Not At 
All 
   Completely 
Upset      
Hostile      
Alert      
Ashamed      
Inspired      
Nervous      
Determined      
Attentive      
Afraid      
Active      
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31. 
Please read the following scenario and answer the next question 
 
You are working in an emergency department and are asked to do a set of 
observations on a 26 year old female who is intoxicated with alcohol. When 
you approach her and ask her if you can do her blood pressure she swears at 
you and tells you to leave the room. You attempt to tell her how important it is 
that you record her blood pressure. As you are talking to her she kicks out at 
you and you get kicked in the abdomen. 
Putting yourself in the scenario above, to what extent do you feel: 
 
 Not At 
All 
   Completely 
Upset      
Hostile      
Alert      
Ashamed      
Inspired      
Nervous      
Determined      
Attentive      
Afraid      
Active      
 
 
 
Q32. 
Please read the following scenario and answer the next question 
 
You are working on an acute surgical ward and are looking after Mr Jones, a 48 
year old gentleman who is 2 hours post-operative following abdominal surgery. 
Following his anaesthetic Mr Jones appears confused and is unaware of his 
surroundings. As you are checking his wound he grabs your arm and starts 
shouting for his wife. You try to reassure him but he squeezes your arm tighter 
and pulls your arm towards him. You manage to break free but your arm is 
bruised and you have some broken skin caused by Mr Jones' nails 
 
Putting yourself in the scenario above, to what extent do you feel: 
 
 Not At 
All 
   Completely 
Upset      
Hostile      
Alert      
Ashamed      
Inspired      
Nervous      
Determined      
Attentive      
Afraid      
Active      
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Q33. 
Please read the following scenario and answer the next question 
 
You are working on a busy medical ward and are doing your observation 
round. When you are about to go to one of your patient's, a relative 
approaches you asking what is going on with their wife. When you reply that 
you do not know but will find out, the relative becomes very agitated and 
begins shouting and swearing at you. As you attempt to leave the area to 
find information for them, the relative blocks your path and physically holds 
you telling you that you need to tell him what is going on now. You have to 
shout for help from colleagues before the relative lets you go but continues 
to shout at you and your colleagues in front of your other patients. 
Putting yourself in the scenario above, to what extent do you feel 
 Not At 
All 
   Completely 
Upset      
Hostile      
Alert      
Ashamed      
Inspired      
Nervous      
Determined      
Attentive      
Afraid      
Active      
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Section D Your beliefs about yourself 
 
Q34. 
Please read the following statements. 
 
To the right of each you will find seven numbers, ranging from "1" (Strongly 
Disagree) on the left to "7" (Strongly Agree) on the right. Tick the number 
which best indicates your feelings about that statement. For example, if you 
strongly disagree with a statement, tick "1". If you are neutral, tick "4", and if 
you strongly agree, tick "7", etc. 
 
 
 
 Strongly 
Disagree 
  Neutral   
Strongly 
Agree 
 1 2 3 4 5 6 7 
1. I usually manage one 
way or another. 
       
2. I feel proud that I have 
accomplished things in life. 
       
3. I usually take things in 
my stride. 
       
4. I am friends with myself.        
5. I feel that I can handle 
many things at a time. 
       
6. I am determined        
7. I can get through 
difficult times because I’ve 
experienced difficulty before. 
       
8. I have self-discipline.        
9. I keep interested in 
things. 
       
10. I can usually find 
something to laugh about. 
       
11. My belief in myself gets 
me through hard times. 
       
12. In an emergency, I’m 
someone people can generally 
rely on. 
       
13. My life has meaning.        
14. When I’m in a difficult 
situation, I can usually find my 
way out of it. 
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Section E About You 
 
 
Q35. What is your gender? 
 
 Male 
 
 Female 
 
 
Q36. What is your age in years? 
 
 
 
 
Q37. What is your current status? 
 
 
 Single, never married 
 
 Married without children 
 
 Married with children 
 
 Divorced 
 
 Separated 
 
 Widowed 
 
 Living w/partner 
 
 
 
Q38. What is your combined annual household income? 
 
 Less than 30,000 
 
 30,000 – 39,999 
 
 40,000 – 49,999 
 
 50,000 – 59,999 
 
 60,000 – 69,999 
 
 70,000 – 79,999 
 
 80,000 – 89,999 
 
 90,000 – 99,999 
 
 100,000 or more 
 
 
Q39. How many hours paid employment do you work per week?
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Q40. How many children, if any, do you have (include step-children)? 
 
 
 
Q41. What are the age's of the children? 
 
 
Child 1    years  months       
 
Child 2    years  months               
 
Child 3    years  months              
 
Child 4    years  months                 
 
Child 5    years  months              
 
Child 6    years  months       
 
 
 
 
 
 
. 
 
 
 
You’re Finished! 
Thank you for your time and effort! Do you want to be in the prize 
draw? 
 
Please complete your contact details on the next page if you wish to 
be included in the prize draw 
 
 
The page with your contact details will be removed from the 
questionnaire and stored separately so your questionnaire remains 
anonymous 
 
 
 
 
. 
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Please complete the following: 
 
 
Name 
 
Telephone Number 
 
Email 
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Appendix J Pilot - Study information Letter 
Building resilience in student nurses: coping with aggression and violence at 
work 
Pilot Study 
Dear Student 
 
We invite you to participate in a pilot research study looking at the effects of aggression and 
violence education in preparing nursing students for placement in an acute clinical area. This study is 
part of my PhD Degree in Nursing, supervised by Prof. Paul Morrison and A/Prof. Catherine 
Fetherston at Murdoch University. 
 
Nature and Purpose of the Study 
It is well known that nurses are exposed to aggressive and violent incidents in the clinical 
setting. However, many researchers have questioned the best way to educate nurses and more 
specifically nursing students about aggression and violence in the workplace. 
 
Therefore the aim of the main study is to investigate how aggression and violence affects 
nursing students and to compare two education strategies that are aimed at assisting nurses when 
faced with aggression in the clinical setting. 
 
The pilot study is focused upon testing the appropriateness of one of the education sessions 
which uses movie clips as a means to aid learning for second year nursing students. The pilot study 
also allows for testing of a survey style questionnaire aimed at third year nursing students. This will 
provide the opportunity for feedback of the survey questions and the length of time taken to complete 
it. 
 
If you consent to take part in this research study, it is important that you understand the 
purpose of the study and the tasks you will be asked to complete. Please make sure that you ask any 
questions you may have, and that all your questions have been answered to your satisfaction before 
you agree to participate. 
 
What the Study will Involve 
If you decide to participate in this study, you will be asked to complete the following tasks  
 
 Attend a one off teaching session. The  education in this session will take the form of an 
interactive session using movie clips and group work (cinemeducation),  
 Complete a questionnaire immediately prior to the session that asks about your previous 
experiences in aggression and violence and your thoughts and feelings relating to aggression 
in the clinical environment. You will also need to complete a very short questionnaire 
following the session relating to the session itself. 
It is estimated that the questionnaires will take approximately 15 minutes to 
complete.  
 
It is possible that you may feel some level of anxiety or stress during the session as a result 
of previous experiences. If these feelings persist after the completion of the session, arrangements will 
be made for you to access support from a university counsellor at no expense to you. You are free not 
to participate in the evaluation study  
 
Voluntary Participation and Withdrawal from the Study 
Your participation in this study is entirely voluntary. You may withdraw at any time without 
discrimination or prejudice. All information is treated as confidential and no names or other details 
that might identify you will be used in any publication arising from the research. If you withdraw 
prior to the analysis stage, all information you have provided will be destroyed. 
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Benefits of the Study 
It is possible that there may be no direct benefit to you from participation in this study, 
however it is hoped that following the education you will have a better knowledge of aggression and 
violence in the clinical area and be able to recognise early signs of aggression. It is envisaged that 
these teaching strategies will help increase your safety and identify your role in aggressive incidents. 
The study will identify which of the two teaching strategies is more suited to assisting nursing 
students prepare for potential aggression and violence in the workplace. 
 
 
 
While there is no guarantee that you will personally benefit, the knowledge gained from your 
participation may help others in the future. It is hoped that this study will lead to changes in 
undergraduate aggression and violence education for nurses and develop more interactive positively 
focused education sessions. 
 
Possible Risks 
There are no specific risks anticipated with participation in this study. However, if you feel 
any emotional distress or painful memories you will be allowed to leave the session immediatley and 
will be encouraged to seek support from an approriate source such as family, GP or university 
counsellor where appropriate 
 
Reimbursement 
There is no financial reimbursement for partaking in the pilot study, however afternoon tea 
will be provided as a token of appreciation for you giving up your time. 
 
If you have any questions about this project please feel free to contact either myself, Martin 
Hopkins on (08) 9582 5569, m.hopkins@murdoch.edu.au or my supervisor, Prof. Paul Morrison, on 
ph. 08 9582 5502. My supervisor and I are happy to discuss with you any concerns you may have 
about this study.  
 
If you are willing to consent to participation in this study, please complete the Consent Form.  
 
Thank you for your assistance with this research project.  
 
 
 
 
Martin Hopkins.  
 
 
 
 
 
 
This study has been approved by the Murdoch University Human 
Research Ethics Committee (Approval 2012/126). If you have any reservation or 
complaint about the ethical conduct of this research, and wish to talk with an 
independent person, you may contact Murdoch University’s Research Ethics 
Office (Tel. 08 9360 6677 or e-mail ethics@murdoch.edu.au). Any issues you 
raise will be treated in confidence and investigated fully, and you will be 
informed of the outcome.  
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Appendix K Pilot - Study Consent Form 
 
 
Building resilience in student nurses: coping with aggression 
and violence at work 
 
7. I agree voluntarily to take part in this study. 
 
8. I have read the Information Sheet provided and been given a full explanation 
of the purpose of this study, of the procedures involved and of what is 
expected of me. The researcher has answered all my questions and has 
explained the possible problems that may arise as a result of my participation 
in this study. 
 
9. I understand I am free to withdraw from the study at any time without 
needing to give any reason. 
 
10. I understand I will not be identified in any publication arising out of this 
study.  
 
11. I understand that no identifying information will be collected 
 
12. I understand that all information provided by me is treated as confidential and 
will not be released by the researcher to a third party unless required to do so 
by law. 
 
 
 
Signature of Participant:  ________________________ Date: 
…..../..…../……. 
(Name) 
  
Signature of Investigator:  ________________________ Date: 
..…../…..../……. 
(Name) 
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Appendix L Pilot study - Survey Evaluations 
  
Please provide some feedback on the survey you have just completed. 
 
 
 
How long did it take you to complete the survey? 
 
  Minutes 
 
 
 
Were there any areas of the survey that you did not understand? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Is there anything you would like to change about the survey? 
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Appendix M Pilot - Cinemeducation Evaluation 
 
Please describe what was good about the session with the movie clips. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please describe how the session with the movie clips could be improved. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please describe how the session with the movie clips helped you learn about 
aggression and violence in healthcare? 
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Appendix N HREC Study approval 
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Appendix O HREC Amendment - Resurveying of third year students 
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Appendix P HREC Amendment – Clinical educator feedback session 
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Appendix Q Publications 
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Appendix R Professional Development 
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